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^New  Product  Announcement 

a significant 
achievement  in 
corticosteroid  research 

HAIPRONE" 

(paramethasone  acetate,  Lilly) 

• predictable  anti-inflammatory  efifect 

• low  incidence  of  untoward  reactions 


Available  in 

Tablets  Haldrone,  1 mg.,  Yellow 

bottles  of 

(scored) 

30,  100, 

Tablets  Haldrone,  2 mg..  Orange 

and  500 

(scored) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  G,  I N 0 1 A N A,  U . S.  A . 
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inside  as  well  as  outside  the  hospital . . . 
staphylococci  usually  remain  sensitive  to 


That  the  sensitivity  patterns  of  “street”  staphylococci  differ  widely  from  thosemi^ 
hospital  staphylococci  is  a well-established  clinical  fact.^'^  Although  strains  m 
staphylococci  encountered  in  general  practice  have  remained  relatively  sensitive  to 
a number  of  antibiotics,®  the  problem  of  antibiotic-resistant  staphylococci  appears 
to  be  a threat  to  all  patients  in  hospitals  today.  It  is  encouraging  to  note,  however  i 
‘‘...that  a relatively  small  percentage  of  strains  develop  resistance  to  chloram-i 
phenicol,  despite  the  consumption  of  large  amounts  of  this  anti  biotic. 

In  one  hospital,  for  example,  CHLOROMYCETIN  “...was  the  only  widely  used; 
antibiotic  to  which  few  of  the  strains  were  resistant.”®  In  another  hospital,  despite- 
steadily  increasing  use  of  CHLOROMYCETIN  since  1956,  “...the  percentage  of 
chloramphenicol-resistant  strains  has  actually  been  lower  in  subsequent  years.”i 
Elsewhere,  insofar  as  hospital  staphylococci  are  concerned,  it  appears  that  “. . . the 
problem  of  antibiotic  resistance  can  be  regarded  as  minimal  for  chloramphenicol.”^ 

L/HLOROMYCETIN  (chloramphenicol,  Paiice-Davis)  is  available  in  various  forms,  including 
Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

See  package  insert  for  details  of  administration  and  dosag-e. 

llarn,ng:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia 
granuiocytopema)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have* 
occurred  ufter  short-term  and  with  proionj>‘ed  therapy  with  this  drug’.  Bearing  in  mind  the  possibility  that: 
such  leactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  ore-anisms 
which^are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less 
potentially  dangerous  ayents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influ- 
enza, viral  in'tections  ot  the  throat,  or  as  a in-ophylactic  ap'cnt. 

Frr.rantioitfi : It  is  essential  that  adequate  blood  studies  be  made  durinp:  treatment  with  the  drug-.  While 
blood  studies  may  detect  early  peripheral  blood  ehanp-es  such  as  leukopenia  or  granulocytopenia,  before 
they  become  irreversible,  such  studies  cannot  be  relied  upon  to  detect  bone  mari’ow  depression  prior  to 
development  of  aplastic  anemia.  ^ w 


CHLOROMYCETIN 


(chloramphenicol,  P^ke-Davis 


N VITRO  SENSITIVITY  OF  250  STRAINS  OF  STAPHYLOCOCCI 
'0  CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS* 


?hese  strains  of  coagulase-positive  staphylococci  were  isolated  from  hospitalized  patients  at  a 
arge  county  hospital  during  the  year  1959.  Sensitivity  tests  were  done  by  the  disc  method. 

V.dapted  from  Bauer,  Perry,  & Kirby^ 


leferences:  (1)  Bauer,  A.  W.;  Perry,  D.  M„  & Kirby,  W.  M.  M.:  J.A.M.A.  173:475, 1960.  (2)  Fisher„M.  W.: 
irch.  Int.  Med.  105:413,  1960.  (3)  Cohen,  S.:  Circulation  20:96,  1959.  (4)  Edwards,  T.  S.:  Am.  J.  Ophth. 
8,  Part  11:19,  1959.  (5)  Smith,  I.  M.:  Staphylococcal  Infections,  Chicago,  The  Year  Book  Publishers,  Inc., 
958,  p.  148.  (6)  Petersdorf,  R.  G.;  Rose,  M.  C.;  Minchew,  H.  B.;  Keene,  W.  R.,  & Bennett,  I.  L.,  Jr.: 
lrc/(.  Int.  Med.  105:398,  1960.  (7)  Editorial:  J.A.M.A.  173:544,  1960.  (8)  Finland,  M.;  Jones,  W.  E,  Jr.,  & 
Bennett,  I.  L.,  Jr.:  Arch.  Int.  Med.  104:365,  1959.  si46i 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof” of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

- dependable  vasoconstrictor 
and  decongestant . 

Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof, 
pocket  size 

squeeze  bottles  of  20  cc. 
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ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

The  'TtahkliH 
Heiftital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 
A ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE  — CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


^ P05THSH  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  j^roves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 


CALL  FOR  TRAINED  REPRESENTATIVE 


>C2IIEriI22ilEaaiy 

PRINTING  - LITHOGRAPHY  - ROTARY 


ALpine  4-6611 
3111  N.  29fh  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


DOUCHE 
POWDER 

Buffered  to  control  a 
normal  vaginal  pH 

P.A.F.'s  low  surface  ten 
sion  increases  penetra- 
tion into  the  vagina 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


CASE 


No  offensive 
after-odor. 


For  Refreshing  Feminine  Daintiness 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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It  takes  so  little  to  trigger  an  asthmatic  attack... 


it  takes  so  little  MOR€  to  control  it... 
the  simple  addition  of  .^T^IRTIX  to  your  classic  anti- 
asthmatic therapy  increases  therapeutic  success  even  in 

liiffiPIlIt  n^tiPntQ  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.-an 

U 1 1 1 lUUI  I |JC]  IICI 1 1 V antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.’ 

Ephedrine  sulfate  25  mg. -to  reduce  congestion.  Theophylline  130  mg. 
— for  bronchospasmolysis. 


“Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates.’’*  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  “...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved.’’* 


If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  “little  MORE"  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
information  on  request.  Supplied: 
Bottles  of  100  light  biue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, in  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


6A 


Arizona  Medicine 


July,  1961 


Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  211  U-R  Building 

4533  N.  Scottsdale  Road,  Scottsdale,  Arizona 
OFFICERS  AND  DIRECTORS 

Leslie  B.  Smith,  M.D President 

1130  E.  McDowell  Rd.,  Phoenix,  Arizona 

Cl<ir6nc€  E.  Yount,  Jr.,  M.D Prosiclcnt-cloct 

P.  O.  Box  1626,  Prescott,  Arizona 

William  B.  Steen,  M.D Vice  President 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

Paul  L.  Singer,  M.D Secretary 

1'313  N.  Second  Street,  Phoenix,  .Arizona 

Arthur  V.  Dudley,  Jr.,  M.D Treasurer 

1524  N.  Norton  Ave.,  Tucson,  Arizona 

Paul  B.  Jarrett,  M.D Speaker  of  the  House 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Lindsay  E.  Beaton,  M.D Delegate  to  AMA 

1650  N.  Campbell  Ave.,  Tucson,  Arizona 

Jesse  D.  Harrier,  M.D Delegate  to  AMA 

910  Professional  Bldg.,  Phoenix,  Arizona 

Orm  J.  Farness  M.D Alternate  Delegate  to  AMA 

1535  N.  Tucson  Blvd.,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Alternate  Delegate  to  AMA 

15  East  Monroe  Street,  Phoenix,  Arizona 

Darwin  W.  Neubauer,  M.D Editor-in-Chief 

7i-0  N.  Country  Club  Rd.,  Tucson,  Arizona 
DISTRICT  DIRECTORS 

Clyde  Barker  Jr.,  M.D Central  District 

710  Professional  Bldg.,  Phoenix,  Arizona 

W.  Albert  Brewer  M.D Central  District 

1116  Professional  Bldg.,  Phoenix,  Arizona 

John  A.  Eisenbeiss,  M.D Central  District 

926  E.  McDowell  Rd.,  Phoenix,  Arizona 

Wallace  A.  I^ed,  M.D Central  District 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Noel  G.  Smith  M.D  Central  District 

3614  N.  1.5th  Ave.,  Phoeni.x,  Arizona 

Leo  L.  Tuveson  M.D  Central  District 

.550  W.  Thomas  Rd.,  Phoenix,  .Arizona 

A.  H.  Dysterheft  M.D Northeastern  District 

T T1  XT  ,,  McNary  Hospital,  McNary,  Arizona 

J.  P.  McNally,  M.D Northwestern  District 

rx  X.  Gurley  Street,  Prescott,  Arizona 

D.  G.  Moody,  M. Eh  Southeastern  District 

t:-  . r.  „ , ^ ^ Terrace  Street,  Nogales,  Arizona 

Earl  R.  Baldwin  M.D Southern  District 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

James  O Hare  M.D  Southern  District 

1613  N.  Tucson  Blvd.,  Tucson,  Arizona 

John  R.  Schwartzmann,  M.D Southern  District 

T TTT  ^dams  Street,  Tucson,  Arizona 

James  T.  O Neil,  M.D.  Southwestern  District 

113  West  2nd  Street,  Casa  Grande,  Arizona 
DIRECTOR  AT  LARGE 

Lindsay  E.  Beaton,  M D.  . . .Past  President 

lo5U  N.  Campbell  Ave.,  Tucson,  Arizona 
COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1961 
APACHE:  Jerry  T.  Clifton,  M.D.,  President,  Box  758,  Show  Low 
Arizona;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  McNarv 
Hospital,  McNary,  Arizona. 

COCHISE;  Benjamin  G.  Rothman,  M.D.,  President,  P.  O Box 
1192,  Bisbee,  Arizona;  William  W.  McKinley,  Jr  MD 
1^92,  Bisbee,  Arizona.  " ‘ " 

COCONINO:  James  B.  Wenzel,  M.D.,  President,  1303  North 
Beaver  S’t.,  Flagstaff,  Arizona;  John  R.  Caskey,  M.D.,  Secre- 
t<iry,  27:^5  E.  Lakin  Drive,  Flagstaff,  Arizona. 

GILA;  Bert  E Lambrecht,  M.D.,  President,  Box  1837,  Miami 
Arizona;  Bernard  J.  Collopy,  M.D.,  Secretary,  Box  342’ 
Miami,  Arizona. 

GRAHAM;  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Safford,  Arizona;  Bruce  N.  Curtis,  M.D.,  Secretary, 
618  Central  Avenue,  Safford,  Arizona. 

GREENLEE:  Charles  B.  Daniell,  M.D.,  President,  Morenci  Hos- 
pital, Morenci,  Arizona;  Leopoldo  Dulawa,  M.D.,  Secretary 
Morenci,  Hospital,  Morenci,  Arizona. 

MARICOPA:  Robert  A.  Price,  M.D.,  President,  3602  N.  15th 
Avenue,  Phoenix,  Arizona;  Howard  C.  Lawrence  M D Sec- 
2021  North  ^Central  Avenue,  Phoenix,  Arizona. 
MOtATf^  Central  Ave.,  Phoenix,  Arizona. 

MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building 
Kingian,  Arizona;  John  J.  Standifer,  M.D.,  Secretary  412’ 

XT  A XT  A Oak  Street,  Kingman,  Arizona.  ’ 

NAVAJO;  Harry  S.  Beckwith,  M.D.,  President,  101  S.  Williamson 
Street,  Winslow,  Arizona;  Donald  F.  DeMarse,  M.D.,  Secre- 
tiiry.  Box  397,  Holbrook,  Arizona. 

PIMA;  Clarence  L.  Robbins,  M.D.,  President,  1608  North  Norton 
Avenue,  Tucson,  Arizona;  William  L.  Goodin,  M.D.,  Secre- 
Tucson,  Arizona.  Society  Office: 
DTVTAT  Jackson  Street,  Tucson,  Arizona. 

PINAL:  James  B.  Tucker,  M.D.,  President,  703  N.  Olive  Street 
Casa  Brande,  Arizona;  James  H.  Boyd,  M.D.,  Secretary,  291 
West  Wilson  Avenue,  Coolidge,  Arizona 
SANTA  CRU:^  Delmer  R.  Mock,  M.D.,  President,  309  Duquesne 
Avenw,  Patagonia,  Arizona;  Charles  S.  Smith,  M.D.,  Secre- 
vaxta'^a^^’t  , Building,  Nogales,  Arizona. 

YAVAPAI:  Richard  G.  Hardenbrook,  M.D.,  President,  316  Grove 
Avenue,  Prescott,  ^Wizona;  William  R.  Shepard,  M.D.,  Sec- 
Street,  Prescott,  Arizona. 

YUMA:  William  J.  Nelson,  M.D.,  President,  450  West  23rd  Street 
p Abe  I.  Podolsky,  M.D.,  Secretary,  1601 

Firth  Avenue,  Yuma,  Arizona. 


COMMITTEES  - 196162 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  Committees  unless  otherwise  specified. 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE- 
Paul  B.  Jarrett,  M.D.,  Chairman  (Phoenix);  Walter  Brazie 
M.D.  (Kingman);  Frank  A.  Shellenberger,  Jr.,  M.D.  (Tucson); 
Paul  M.  Singer,  M.D.  (Phoenix). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Donald  K 
Buffmire,  M.D.,  Chairman  (Phoenix);  Preston  T.  Brown 
M.D.  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson); 
Carl  H.  Cans,  M.D.  (Morenci);  Roland  V.  Murphy,  M.D. 
(Tucson);  Paul  L.  Singer,  M.D.  (Phoenix). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE;  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson);  Paul  L.  Singer,  M D 
(Phoenix);  William  B.  Steen,  M.D.  (Tucson). 

EXECUTIVE  COMMITTEE;  Leslie  B.  Smith,  M.D.,  President 
Chairman  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson)- 
laul  L.  Singer,  M.D.  (Phoenix);  William  B.  Steen,  M.d’. 
(Tucson);  Clarence  E.  Yount,  Jr.,  M.D.  (Prescott). 

GRIEVANCE  COMMITTEE;  Lindsay  E.  Beaton,  M.D.  Past- 
President,  Chairman  (Tucson);  Carlos  C.  Craig,  MD  (Phoe- 
nix); Francis  M.  Findlay,  M.D.  (San  Manuel);  John  F.  Stan- 
(Yuma);  Oscar  W.  Thoeny,  M.D.  (Phoenix);  Hugh 
W Thompson,  Jr.,  M.D.  (Tucson);  Florence  B.  Yount  M D 
(Prescott).  ■ ■ 

HISTORY  & OBITUARIES  COMMITTEE:  John  W.  Kennedy 
M.D.,  Chairman  (Phoenix);  Edward  M.  Hayden,  M.D.  (Tuc- 
son);  Darwin  W.  Neubauer,  M.D.  (Tucson);  Abe  I.  Podol- 
sky, M.D  (Yuma);  Howell  S.  Randolph,  M.D.  (Phoenix)- 
Paul  L.  Singer,  IvI.D.  (Phoenix).  ’ 

INDUSTRIAL  RELATIONS  COMMITTEE:  John  H Ricker 
M.D.,  Chmrman  (Phoenix);  John  F.  Currin,  M.D.  (Flagstaff)-’ 
Juan  E.  Fonseca,  M.D.  (Tucson);  Oscar  W.  Friske  M d’ 
Neumann,  M.D.  (Tucson);  Robert  W 
Weber,  M.D.  (Tucson). 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Co-Chair- 
’AT  MacDonald  Wood,  M.D.,  Co-Chairman 

(Ihoenix);  Derrill  B.  Manley,  M.D.  (Phoenix);  John  S.  Carl- 
son, M.D.  (Nogales).;^  Ben  P.  Frissell.  M.D.  (Phoenix);  Paul 
^ M.d.  (Phoenix);  W.  Shaw  McDaniel,  M.D 
(Phoenix  ; Janies  E.  O'Hare,  M.D.  (Tucson);  William  B. 
8teen,  M.D.  (Tucson);  George  C.  Truman,  M.D.  (Mesa). 

MEDIAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser  MD 
Chairman  (Tucson);  John  A.  Eisenbeiss,  M.D.  (Phoenix)-’ 
Benjamin  Herzberg,  M.D.  (Pboenix);  James  E.  O’Hare,  M.d’. 
(limson);  Donald  A.  Poison,  M.D.  (Phoenix);  Paul  L.  Singer, 
M.D.  (Phoenix).  “ 

MEDICAL  SCHOOL  COMMITTEE:  W.  Albert  Brewer,  MD 
Vai (PBoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
W.  R.  Manning,  M.D.  (Tucson);  Dermont  W.  Melick  M D 
(Phoenix);  Clarence  L.  Robbins,  M.D.  (Tucson).  ’ ’ ’ 

MEDICO-LEGAL  COMMITTEE:  Wallace  A.  Reed  M D Chair- 
man (Phoeni.x);  Jack  E.  Brooks,  M.D.  (Phoenix);  ’ Robert 
E Hastings,  M D.  (Tucson);  Louis  Hirsch,  M.D.  (Tucson)- 
Miuirice  Rosenthal,  M.D.  (Phoenix);  George  A.  Spikes,  M.d’ 
(Douglas). 

PROCUREMEOT  & ASSIGNMENT  COMMITTEE:  Joseph  M 
Greer,  M.D  Chairman  (Phoenix);  Robert  N.  Class,  M.d’ 
(Tucsoii);  John  F.  Currin,  M.D.  (Flagstaff);  Ruland  W.  Hus- 
song,  M.D  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D.,  Chair- 
man  (Phoenix);  James  D.  Alway,  M.D.  (Phoenix);  Otto  L 
Bendheiin,  M.D.  (Phoenix);  W.  Albert  Brewer,  M.D  (Phoe- 
nix);  Orm  J Famess,  M.D.  (Tucson);  Ray  Fife,  M.D.  (Phoe- 
(Phoenix);  Howard  W.  Kimball, 
r L.™bacher,  M.D.  (Tucson);  George 
G.  M^hann,  M.D.  (Phoeni.x);  Herman  S.  Rhu,  M.D.  (Tuc- 

m"d  Charles  A.  L.  Stephens, 

M.D.  (Tucson);  Lowell  C.  Wormley,  M.D.  (Phoenix). 

PROFESSIONAL  LIAISON  COMMITTEE:  Ben  B.  Frissell,  M.D. 

^1-D-  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Pho^ix);  William  G.  Payne,  M.D.  (Tempe); 
mrold  J.  Rovve,  M.D.  (Tucson);  Delbert  L.  Secrist,  M.D. 

(Tucson);  Noel  G.  Smith, 
M.D  (Phoenix);  Albert  G Wagner,  M.D.  (Phoenix);  Roy 
O.  Young,  M.D.  (Flagstaff). 

PUBLIC  RELATIONS  COMMITTEE;  Roland  F.  Schoen,  MD 
Chairman  (Casa  Grande);  Robert  H.  Bullington,  M.D.  (Phoe- 
nix);  Hiward  W.  Finke,  M.D.  (Superior);  Charles  H.  Fin- 
ney M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas);  Ralph 
Pu  (Tuma);  Paul  B.  Jarrett,  M.D  (Phoenix)- 

/vt"'  (Flagstaff);  J.  Edwin  Keppel,  M.d! 

(Mesa);  Clarence  H.  Kuhlman,  M.D.  (Tucson);  W.  R.  Man- 
ning, M.D.  (Tucson);  Clarence  L.  Robbins,  M.D.  (Tucson)- 

xxTr^Pco  L.  Tuveson,  M.D.  (Phoenix).  tmesonj, 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix)- 
(^Tucson)  (Phoenix);  Clarence  L.  Robbins,  M.d! 

COMMITTEE:  Richard  O.  Flynn, 

AFp;:  Go-Chainnan  (Temi>e);  Clarence  E.  Yount,  Jr.  M D 
James  E.  Brady,  Jr.,  M.D.  (Tucson); 

\f  (Phoenix);  Fred  L.  Goff, 

M.D  (Dougin);  Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H 
Landeen,  M.D.  (Tucson);  William  H.  Lyle  M.D.  (Yuma)- 

M d"At^'  Tlurwin  W.  Neubauer’, 

M.D.  (Tucson);  Walter  M.  O’Brien,  M.D.  (Globe)-  Edward 
Sattenspiel  M.D  (Phoenix);  Roland  F.  Schoen,  m!d.  (Casa 
B."s\t^i’,  (Tucson);  William 
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WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1961-62  Board  Members 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 


President  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

President-Elect  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Avenue,  Safford,  Arizona 


Safety  Mrs.  C.  Selby  Mills  (Vivian) 

1844  E.  Keim  Drive,  Phoenix  16,  Arizona 

Student  Nurse  Loan  Fund Mrs.  Juan  Fonseca  (Virginia) 

2505  Indian  Ridge  Drive,  Tucson,  Arizona 


1st  Vice  President  Mrs.  Clare  W.  Johnson  (Mary  Ann) 

(Organization  and  Membership  Chairman) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

2nd  Vice  President  Mrs.  John  Kahle  (Rosemary) 

(Program  Chairman) 

2412  N.  Talkington,  Flagstaff,  Arizona 

Treasurer  Mrs.  Herbert  D.  Welsh  (Lynn) 

Route  8,  Box  18,  Tucson,  Arizona 

Recording  Secretary Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Corresponding  Secretary  . .Mrs.  Bernard  W.  Simons,  Jr.  (Marjorie) 
3423  East  4th  St.,  Tucson,  Arizona 

Director  (1  year)  Mrs.  Robert  H.  Cummings  (Jerrye) 

5830  East  Arcadia  Lane,  Phoenix  18,  Arizona 

Director  (1  year)  Mrs.  Robert  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Director  (2  years)  Mrs.  William  D.  Nelson,  Jr.  (Ellen) 

2808  Vista  Lane,  Y'uma,  Arizona 


Workshop  Advisor  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 


COUNTY  PRESIDENTS  - 1961-62 

Coconino  County  Mrs.  James  Wenzel  (Nancy) 

2143  N.  Navajo  Drive,  Flagstaff,  Arizona 

Gila  County  Mrs.  William  C.  Fowkes  (Jean) 

Box  1207,  Miami,  Arizona 

Maricopa  County  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix  13,  Arizona 

Pima  County  Mrs.  Frederick  J.  Hirsch  (June) 

.5817  E.  Fourth  Street,  Tucson,  Arizona 

Yavapai  County  Mrs.  Donald  Merkle  (Helena) 

810  Norris  Road,  Prescott,  Arizona 

Yuma  County  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Y’uma,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1961-62 

American  Medical  Education  Fund  Mrs.  Max  Costin  (Kay) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

Bulletin  Mrs.  B.  E.  Lambrecht  (Lila) 

Box  1837,  Miami,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  W.  Stanley  Kitt  (Abbie) 

204.3  E.  Fourth  Street.  Tucson,  Arizona 

Community  Service  Mrs.  Thomas  Rowley  (Barbara) 

114  South  Miller  Street,  Mesa,  Arizona 

Convention  

Civil  Defense  Mrs.  Paul  Jarrett  (Beverly) 

501  East  Pasadena,  Phoenix  12,  Arizona 

Finance  Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  E.  8th  Street,  Tucson,  Arizona 

Health  Careers  Mrs.  Earl  R.  Baldwin  (Betty) 

3320  North  Martin  Avenue,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Turkey  Lane,  Phoenix  12,  Arizona 

Mental  Health  Mrs.  John  T.  Clymer  (Eloise) 

201  West  Flynn  Lane,  Phoenix  13,  Arizona 

Nominating  

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  Northview,  Phoenix  21,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDAS  DE 

NORTEAMERICA  Y MEXICO 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President Dr.  Ignacio  Chavez 

Edificio  Profesional,  Pavo  No.  112,  Guadalajara,  Jalisco,  Mex. 

President-Elect  Dr.  Juan  E.  Fonseca 

2409  E.  Adams,  Tucson,  Arizona 

Vice-President  Dr.  E.  Gontreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jalisco,  Mexico 

Secretario  Dr.  Fausto  Zeron  Medina 

Guadalajara,  Jalisco,  Mexico 

Secretary  Dr.  M.  A.  Garreras 

130  South  Scott,  Tucson,  Arizona 

Executive  Secretary  Byron  Browder 

Tucson,  Arizona 

Secretario  Ejecutivo  Alfredo  E.  Patron 

Mazatlan,  Sinoloa,  Mexico 

Treasurer  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club,  Tucson,  Arizona 

Tesorero  Dr.  E.  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jalisco,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 
Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 


8A 


Afizona  Medicine 


July,  1961 


h 


ow  would  you  de^gn 
a tranquilizer 
specifically  for  the 
tense  working  adult? 


wouldn’t  you  see  how  closely  these  ataeax 
want  it  to  be : advantages  meet  your  standards 


versatile  and 
remarkably 
well  tolerated 


efficacious 


calming,  seldom 
impairing 
mental  acuity 


AT^AX  “..  was  used  in  higher-than-usual  dosages  (200  to  1600  mg 
daily).  . Because  of  its  clinical  efficacy  and  lack  of  toxicity,  [atarax]  is 
se  ul  to  both  the  psychiatrist  and  the  general  practitioner. . . .“2 

. . hydroxyzine  [atarax]  is  of  considerable  therapeutic  value  in  the 
treatment  of  psychoneurosis. . . Most  patients  “. . . with  commonly  en- 
countered  neuroses  such  as  anxiety  states  occurring  in  business  executives, 
n laborers  dissatisfied  with  their  jobs,  in  patients  experiencing  emotional 
upheavals  caused  by  disturbed  family  situations,  and  in  those  with  asso- 
ciated organic  disease  . . .”  were  treated  successfully.! 

‘ experience  drowsiness  or  impairment  of  in- 

tellectual function  with  therapeutic  doses.”3 


Nor  is  that  all  that  atarax  has  to  offer.  In  one  of  the  most  crippling  mani- 

festations  of  anxiety -alcoholism -atarax  controls  both  acute^Ld  f hronic 

stages  without  risk  of  injury  to  already  damaged  livers.4  In  fact,  though 

outstandingly  useful  in  working  adults,  atarax  equally  well  meets  the 

geriatric  patients  (because  of  its  usual 

tot;?Lur  its  benefits 

to  an  your  tense  and  anxious  patients? 

:t"er  6 year750‘l00  mV  daT*'  Vl 

ATy^l  M X 


(brand  of  hydroxyzine  HCI) 


PASSPORT 
TO  TRANQUILITY 


New  York  17,  N.  Y.  VTTIi’PPA®r'  . m .. 

Division,  Chas.  Pfizer  & Co.,  Inc.  TheTSt  CaSS 
Science  for  the  World’s  Well-Being®  vitamin-mineraLupplementation 
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Arizona  Medical  Association  Reports 


Board  of  Directors  Meeting 
April  28, 1961  Minutes 
Board  Organization 


Doctor  Yount  welcomed  and  introduced  the 
newly  elected  members  of  the  Board  of  Diree- 
tors:  Doctors  Clyde  Barker,  Jr.,  (1961-64),  W. 
Albert  Brewer  (1961-62),  John  A.  Eisenbeiss 
(1961-64)  and  Noel  G.  Smith  (1961-64),  all  of 
Phoenix,  Central  Distriet  Directory;  Joseph  P. 
McNally  (1961-64)  of  Prescott,  Northwestern 
District  Director;  Earl  R.  Baldwin  (1961-62), 
James  O’Hare  (1961-64)  and  John  R.  Schwartz- 
mann  (1961-64)  all  of  Tueson,  Southern  District 
Directors.  The  Chairman  further  pointed  out 
that  Doctor  Lindsay  E.  Beaton  of  Tucson,  in  ad- 
dition to  serving  as  a member  of  of  the  Board  as 
Past  President  (1961-62),  is  also  serving  as  the 
recently  elected  second  delegate  to  the  AMA  for 
the  years  1961  and  1962.  The  Association  be- 
coming a two  delegate  state  effective  January  1, 
1961. 

Doctor  Beaton  placed  in  nomination  the  name 
of  William  B.  Steen,  M.D.,  Vice  President  to 
serve  as  Chairman  of  the  Board  for  the  ensuing 
fiscal  year  1961-62,  it  being  customary  that  the 
Vice  President  assume  this  position. 

It  was  moved  and  unanimously  carried  that 
the  nominations  be  closed,  the  Secretary  declar- 
ing Doctor  Steen  unanimously  elected  Chairman 
of  the  Board  for  the  ensuing  fiscal  year  1961-62, 
whereupon  Doctor  Steen  assumed  the  Chair  on 
relinquishing  of  the  gavel  by  Doctor  Yount. 


ARM  A House  of  Delegates  — Resolution  No.  6 

Resolution  No.  6 adopted  by  the  House  of 
Delegates  of  the  Association  in  Annual  Meeting 
held  in  Scottsdale,  April  28,  1961,  as  amended; 
“to  allow  idstribution  to  be  at  the  discretion  and 
adviee  of  the  Central  Offiee  and  the  Board  of 
Direetors”,  referable  to  Resolutions  No.  1 — So- 
eial  Security  and  the  Physieian;  No.  2 — Keogh- 
Simpson  legislation  and  other  voluntary  retire- 
ment programs  for  the  self-employed;  No.  3 — 
all  Federal  legislation  (e.g.,  Forand  Bill,  King- 
Anderson  Bill  (H.R.  4222)  proposed  health  care 
under  the  social  security  system,  and  any  other 
type  of  socialized  medicine  measure;  No.  4 — 
voluntary  health  and  accident  insurance  pro- 
grams to  cover  the  health  and  needs  of  our  se- 
nior citizens  and  other  segments  of  the  popula- 
tion; and  No.  5 — Kerr-Mills  Bill  and  similar 
legislation  to  provide  health  care  for  the  needy 
aged;  each  similarly  adopted  by  the  House  of 
Delegates  in  Annual  Meeting,  Apirl  28,  1961, 
were  presented  for  discussion  and  disposition  as 
directed. 

It  was  moved  and  unanimously  carried  that 
this  matter  be  put  in  the  hands  of  the  Executi\’e 
Committee  for  implementation  and  final  dispo- 
sition. 
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COMMITTEE  MEMBERSHIP  APPOINT- 
MENTS 

The  following  commitee  appointments  were 
made  by  the  President,  Leslie  B.  Smith,  M.D., 
for  approval  by  the  Board  of  Directors  in  ac- 
cordance with  the  By-Laws  of  this  Association: 

STANDING  COMMITTEES 
Benevolent  and  Loan  Fund  Committee 

Doctor  Donald  K.  Buffmire  ( Phoenix ) ( 1959- 
62 ) was  designated  Chairman  and  Doctors  Pres- 
ton T.  Brown  ( Phoenix ) reappointed  and  Roland 

Murphy  (Tucson)  appointed  members,  each 
for  the  term  1961-64. 

Doctors  Arthur  V.  Dudley,  Jr.,  Treasurer, 
(Tucson)  — (specified);  Doctor  Paul  L.  Singer, 
Secretary,  (Phoenix)  - (specified);  and  Doctor 
Carl  H.  Cans  (Morenci)  (1960-63)  complete  the 
composite  membership  of  the  Benevolent  and 
Loan  Fund  Committee. 

Grievance  Committee 

Doctor  Lindsay  E.  Beaton  (Tucson-Pima ), 
Past  President,  assumes  the  Chairmanship  for 
1961-62  (specified). 

Doctor  Francis  M.  Findlay  (San  Manuel-Pi- 
nal)  and  Doctor  John  F.  Stanley  (Yuma-Yuma) 
were  appointed  members  of  the  Grievance  Com- 
mittee for  the  term  1961-64. 

Doctor  Carlos  C.  Craig  ( Phoenix-Maricopa ) 

( 1959-62 ) ; Doctor  Oscar  W.  Thoeny  ( Phoenix- 
Maricopa)  (1959-62);  Doctor  Hugh  C.  Thomp- 
son, Jr.,  (Tucson-Pima)  (1960-63);  and  Doctor 
Florence  B.  Yount  ( Prescott-Yavapai ) ( 1960-63 ) 
complete  the  composite  membership  of  the 
Grievance  Committee. 

History  and  Obituaries  Committee 

Doctor  John  W.  Kennedy  (Phoenix)  (1959- 
62)  was  designated  Chairman,  Doctor  Howell 
S.  Randolph  (Phoenix)  was  reappointed  and 
Doctor  Edward  M.  Hayden  were  appointed 
members  of  the  History  and  Obituaries  Commit- 
tee for  the  term  1961-64.  Doctor  Paul  L.  Singer, 
Secretary,  ( Phoenix ) - ( specified ) ; Doctor  Dar- 
win W.  Neubauer,  Editor-in-Chief,  (Tucson)  - 
(specified);  and  Doctor  Abe  1.  Podolsky  (Yuma) 
(1960-63)  complete  the  composite  membership 
of  the  History  and  Obituaries  Committee. 
Industrial  Relations  Committee 

Doctor  John  H.  Ricker  (Phoenix)  (S-Hand) 
(1959-62)  was  designated  Chairman;  Doctor 
Chailes  P.  Neumann  (Tucson)  (PN)  was  reap- 
pointed; and  Doctor  Oscar  W.  Friske  (Ajo)  (S- 
Ind ) ( 1961-64 ) was  appointed  a member  of  the 


Industrial  Relations  Committee.  Doctor  John  F. 
Curirn  ( Flagstaff ) ( Ca ) ( 1959-62 ) ; Doctor  Juan 
E.  Fonseca  (Tucson)  (NS)  (1960-63);  and  Doc- 
tor Robert  W.  Weber  (Tucson)  (Or)  (1960-63) 
complete  the  composite  membership  of  the  In- 
dustrial Relations  Commitee. 

Legislative  Committee 

Doctor  Derrill  B.  Manley  (Phoenix)  (1961-64) 
was  appointed  and  designated  Chairman;  Doc- 
tor Jesse  D.  Hamer  (Phoenix)  was  reappointed 
and  designated  Co-chairman;  Doctor  James  E. 
O’Hare  (Tucson);  and  Doctor  Ben  P.  Frissell 
( Phoenix ) were  appointed  members  of  the  Leg- 
islative Committee  for  the  term  1961-64. 

Doctor  John  S.  Carlson  (Nogales)  (1960-63); 
Doctor  Paul  B.  Jarrett  (Phoenix)  (1960-63); 
Doctor  W.  Shaw  McDaniel  (Phoenix)  (1959- 

62) ;  Doctor  William  B.  Steen  (Tucson)  (1960- 

63) ;  Doctor  George  C.  Truman  (Mesa)  1959- 

62) ;  and  Doctor  MacDonald  Wood  (Phoenix) 

( 1959-62 ) complete  the  composite  membership 
of  the  Legislative  Committee. 

It  was  further  directed  that  the  Legislative 
Committee  use  the  current  component  county 
medical  society  presidents  as  an  advisory  body 
to  the  Legislative  Committee  ( for  the  term  1961- 
62). 

Medical  Economics  Committee 

Doctor  Ian  M.  Chesser  (Tucson)  (1961-64) 
was  reappointed  and  designated  Chairman;  and 
Doctor  John  A.  Eisenbeiss  (Phoenix)  (1961-64) 
was  reappointed  a member  of  the  Medical  Eco- 
nomics Committee. 

Doctor  Benjamin  Herzberg  (Phoenix)  (1959- 

63) ;  Doctor  James  E.  O’Hare  (Tucson)  (1960- 
63);  Doctor  Donald  A.  Poison  (Phoenix)  (1960- 
63);  and  Doctor  Paul  L.  Singer,  Secretary, 
(Phoenix)  (1959-62)  complete  the  composite 
membership  of  the  Medical  Economics  Commit- 
tee. 

Medico-Legal  Committee 

Doctor  Wallace  A.  Reed  (Phoenix)  (1960-63) 
was  designated  Chairman;  Doctor  Jack  E.  Brooks 
(Phoenix)  and  Doctor  George  A.  Spikes  (Doug- 
las) were  appointed  members  of  the  Medico- 
Legal  Committee  for  the  term  1961-64. 

Doctor  Robert  E.  Hastings  (Tucson)  (1959- 
62);  Doctor  Louis  Hirsch  (Tucson)  (1960-63); 
and  Doctor  Maurice  Rosenthal  ( Phoenix ) ( 1959- 
62)  complete  the  composite  membership  of  the 
Medico-Legal  Committee. 
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Professional  Committee 

Doctor  Robert  B.  Leonard  (Phoenix)  (S) 
(1961-64)  was  reappointed  and  designated 
Chairman;  Doctor  Ray  Fife  (Phoenix)  (Or) 
(1961-64);  and  Doctor  Howard  W.  Kimball 
(Phoenix)  (GS)  (1961-64)  were  reappointed 
members  of  the  Professional  Committee.  Doctor 
James  D.  Alway  (Phoenix)  (Or)  (1961-62); 
Doctor  W.  Albert  Brewer  ( Phoenix ) ( S ) ( 1961- 
64);  Doctor  Henry  P.  Limbacher  (Tucson) 
(GS)  (1961-63);  Doctor  George  G.  McKhann 
(Phoenix)  (I)  (1961-64);  Doctor  Herman  S. 
Rhu  (Tucson)  (ObG)  (1961-64);  and  Doctor 
Charles  A.  L.  Stephens  Tucson)  (I)  (1961-63) 
were  appointed  members  of  the  Professional 
Committee. 

Doctor  Otto  L.  Bendheim  (Phoenix)  (PN) 
(1960-63);  Doctor  Orin  J.  Farness  (Tucson)  (I) 
(1959-62);  Doctor  Richard  B.  Johns  (Phoenix) 
(Pd)  (1959-62);  Doctor  Paul  J.  Slosser  (Yuma) 
(GP)  (1960-63);  and  Doctor  Lowell  C.  Worm- 
ley  (Phoenix)  (GP)  (1959-63)  complete  the 
composite  membership  of  the  Professional  Com- 
mittee. 

Professional  Liaison  Committee 

Doctor  Ben  P.  Frissell  (Phoenix)  (I)  (1959- 

62)  was  designated  Chairman.  Doctor  Noel  G. 
Smith  (Phoenix)  (GP)  (1961-64)  was  reap- 
pointed; Doctor  Clyde  W.  Kurtz  (Phoenix)  (U) 
(1961-64);  Doctor  Delbert  L.  Secrist  (Tucson) 
(S)  (1961-64);  and  Doctor  Hugh  H.  Smith 
(Tucson)  (PH)  (1961-64)  were  appointed 
members  of  the  Professional  Liaison  Committee. 

Doctor  Ernest  A.  Born  ( Prescott ) ( GP ) ( 1960- 

63) ;  Doctor  Max  Costin  (Tucson)  (ObG)  (1960- 
63);  Doctor  William  G.  Payen  (Tempe)  (GP- 
ObG)  (1959-62);  Doctor  Albert  G.  Wagner 
(Phoenix)  (S)  (1960-63);  and  Doctor  Roy  O. 
Young  (Flagstaff)  (ObG)  (1959-62)  complete 
the  composite  membership  of  the  Professional 
Liaison  Gommittee. 

Public  Relations  Committee 

Doctor  Roland  F.  Schoen  ( Casa  Grande ) 
(1960-63)  was  designated  Ghairman.  Doctor 
Robert  H.  Bullington  (Phoenix);  Doctor  Gharles 
H.  Finney  (Phoenix);  Doctor  Fred  L.  Goff 
( Douglas ) Doctor  Ralph  T.  Irwin  ( Yuma ) ; Doc- 
tor John  F.  Kahle  (Flagstaff);  Doctor  J.  Edwin 
Keppel  (Mesa);  and  Doctor  Clarence  L.  Rob- 
bins (Tucson)  were  appointed  members  for  the 
term  1961-64. 

Doctor  Howard  W.  Finke  (Superior)  (1960- 


62);  Doctor  Paul  B.  Jarrett  (Phoenix)  (1959- 
62);  Doctor  Clarence  H.  Kuhlman  (Tucson) 
(1960-63);  Doctor  W.  R.  Manning  (Tucson) 
(1959-61);  and  Doctor  Leo  L.  Tuveson  (Phoe- 
nix) (1960-63)  complete  the  composite  mem- 
bership of  the  Public  Relations  Committee. 

Piihlishing  Committee 

Doctor  Darwin  W.  Neubauer,  Editor-in-Chief, 
was  designated  Chairman  for  the  1961-62  term 
(specified).  Doctor  Clarence  L.  Robbins  was 
reappointed  as  member  for  the  term  1961-64. 

Doctor  R.  Lee  Foster  (Phoenix)  (1959-62); 
and  Doctor  John  R.  Green  (Phoenix)  (1960-63) 
complete  the  composite  membership  of  the 
Publishing  Committee. 

Scientific  Assembly  Committee 

Doctor  Richard  O.  Flynn  (Tempe)  was  desig- 
nated Chairman  and  Doctor  Clarence  E.  Yount, 
Jr.,  (Prescott),  President-elect,  was  designated 
as  Co-chairman  for  the  term  1961-62. 

The  following  members  recommended  were 
appointed  on  a staggered  three-year  term  basis 
in  accordance  with  By-Laws  amendment  adop- 
ted April  28,  1961,  the  Scientific  Assembly  Com- 
mittee to  give  consideration  and  stipulate  the 
terms  on  a staggered  basis:  Doctor  James  E. 
Brady,  Jr.,  (Tucson)  (Southern)  (GP);  Doctor 
Richard  E.  H.  Duisberg  (Phoenix)  (Gentral) 
(PN);  Doctor  Richard  O.  Flynn  (Tempe)  (Gen- 
tral) (GP);  Doctor  Fred  L.  Goff  (Douglas) 
Southeastern)  (GP);  Doctor  David  G.  James 
(Phoenix)  (Gentral)  (GS);  Doctor  Richard  B. 
Johns  (Phoenix)  (Gentral)  (Pd);  Doctor  Fred 
H.  Landeen  (Tucson)  (Southern)  (Anes);  Doc- 
tor William  H.  Lyle  (Yuma)  (Southwestern) 
(GP);  Doctor  Darwin  W.  Neubauer  (Tucson) 
(Southern)  (S);  Doctor  Walter  M.  O Brien 
(Globe)  (Northeastern)  (GP);  Doctor  Edward 
Sattenspiel  ( Phoenix ) ( Central ) ( ObG ) ; Doc- 
tor Roland  F.  Schoen  (Gasa  Grande)  (South- 
western) ( S-GP ) ; Doctor  John  R.  Schwartzmann 
( Tucson ) ( Southern ) ( Or ) ; and  Doctor  William 
B.  Steen  (Tucson)  (Southern)  (I-A). 

SPECIAL  COMMITTEES 

Articles  of  Incorporation  and  By-Laws 
Committee 

Doctor  Paul  B.  Jarrett  (Phoenix)  was  reap- 
pointed and  designated  Chairman;  Paul  L.  Sing- 
er, Secretary,  (Phoenix)  was  reappointed;  Doc- 
tor Walter  Brazie  (Kingman)  and  Doctor  Frank 
A.  Shellenberger  (Tucson)  were  all  appointed 
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members  of  the  Articles  of  Incorporation  and  By- 
Laws  Committee  for  the  term  1961-62. 

Central  Office  Advisory  Committee 

Doctor  Arthur  V.  Dudley,  Jr.,  Treasurer,  (Tuc- 
son) was  appointed  and  designated  Chairman; 
Doctor  Paul  Singer,  Secretary,  (Phoenix)  and 
Doctor  William  B.  Steen,  Vice  President,  (Tuc- 
son) were  appointed  members  of  the  Central 
Ofifce  Advisory  Committee  for  the  term  1961-62. 

Executive  Committee 

Doctor  Leslie  B.  Smith,  President,  (Phoenix) 
was  designated  Chairman;  Doctor  Clarence  E. 
Yount,  Jr.,  President-elect,  (Prescott);  Doctor 
William  B.  Steen,  Vice  President,  (Tucson); 
Doctor  Paul  L.  Singer,  Secretary,  (Phoenix); 
and  Doctor  Arthur  V.  Dudley,  Jr.,  Treasurer, 
( Tucson ) constitute  the  Executive  Committee 
for  the  term  1961-62. 

Medical  School  Committee 

Doctor  W.  Albert  Brewer  (Phoenix)  was  re- 
appointed and  designated  Chairman;  Doctor 
Lindsay  E.  Beaton  (Tucson);  Doctor  W.  R. 
Manning  (Tucson);  Doctor  Dermont  W.  Melick 
(Phoenix);  and  Doctor  Clarence  L.  Robbins 
(Tucson)  were  all  reappointed  members  of  the 
Medical  School  Committee  for  the  term  1961-62. 

Procurement  and  Assignment  Committee 

Reactivated  is  the  Procurement  and  Assign- 
ment Committee.  Doctor  Joseph  M.  Greer 
(Phoenix)  (Central)  (Retired)  (1961-62)  was 
appointed  and  designated  Chairman;  Doctor 
Robert  N.  Class  (Tucson)  (Southern)  (I);  Doc- 
tor John  E.  Currin  (Flagstaff)  (Northwestern) 
(I);  Doctor  Ruland  W.  Hussong  (Phoenix) 
(Central)  (GP-ObC);  Doctor  Robert  M.  Matts 
(Yuma)  (Southwestern)  (GP);  and  Doctor 
Joseph  P.  McNally  (Prescott)  (Northwestern) 
( GP ) ) wer  appointed  to  the  Procurement  and 
Assignment  Committee  for  the  term  1961-62. 

It  was  moved  and  unanimously  carried  that 
these  appointments  to  both  Standing  and  Spe- 
cial Committees  as  presented  by  the  President 
be  approved  and  confirmed  by  the  Board  of  Di- 
rectors. 

MEETING  ADJOURNED  AT  6:15  P.M. 

Paul  L.  Singer,  M.D. 
Secretary 


AD  HOC  MINISTERIAL 
LIAISON  COMMITTEE 


The  first  meeting  of  the  Ministerial  Liaison 
Committee  was  held  on  4-21-61.  Those  attend- 
ing the  meeting  were: 

Dr.  Glen  McGee,  Reverend  Powell  Green, 
Reverend  Charles  S.  Schmitz,  Reverend  Elliot 
Luther,  Reverend  Lewis  S.  Eaton,  Derrill  B. 
Manley,  M.D.,  James  D.  Barger,  M.D.,  Leo  L. 
Tuvesom,  M.D.,  Philip  G.  Derickson,  M.D. 

The  meeting  was  opened  by  a prayer  by  Rev- 
erend Charles  E.  Schmitz.  That  section  of  the 
Arizona  Revised  Statutes  pertaining  to  marital 
and  domestic  relations  Title  25,  Chapter  1,  Sec- 
tion 25-103.01  was  read,  and  it  was  noted  that 
the  following  wording  is  used:  “Certificate  shall 
state  that  the  applicant  has  been  given  such  ex- 
amination, including  a standard  serological  test, 
as  may  be  necessary  for  the  discovery  of  syphil- 
lis.”  The  minutes  of  the  meeting  of  the  Executive 
Committee  of  the  Arizona  Medical  Association, 
Inc.,  held  10-22-60  in  reference  to  the  interview 
with  members  of  the  Arizona  Council  of 
Churches  was  also  read.  An  editorial  “The  Pre- 
marital Examination”  was  then  read  from  the 
January-February  1961  issue  of  Hawaii  Medical 
Journal. 

Dr.  James  Barger  then  discussed  the  historical 
background  regarding  the  objection  on  the  part 
of  some  members  of  the  Maricopa  Medical  So- 
ciety, particularly  the  pathologists,  when  the 
initiative  measure  was  proposed  in  1956.  The 
objections  which  have  been  put  forth  recently 
regarding  the  facts  that  the  standard  serological 
tests  rarely  reveal  infectious  syphillis,  that  many 
of  the  positive  reactions  are  false,  that  there  are 
better  methods  of  case  finding  than  pre-marital 
serological  tests  were  brought  out  at  that  time. 
A review  of  the  transcript  of  the  House  of  Dele- 
gates meeting  held  on  4-26-56  and  the  resolution 
presented  and  adopted  by  the  House  of  Dele- 
gates on  4-25-56  shows  no  evidence  of  objection 
by  any  doctors  present  at  that  meeting.  Dr.  Bar- 
ger continued  with  the  historical  background, 
stating  that  the  measure  became  law  and  that 
most  of  the  objectors  have  remained  quiet.  A 
general  discussion  regarding  serological  testing 
for  syphilis  was  then  led  by  Dr.  Barger  in  which 
it  was  pointed  out  that  in  testing  the  hospital 
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population,  one  to  two  per  cent  revealed  a posi- 
tive serological  testing.  He  estimated  that  one- 
half  of  these  positive  serological  tests  were  posi- 
tive for  syphilis.  The  other  half  were  false  posi- 
tive. 

It  was  generally  agreed  that  for  the  purpose 
of  any  further  discussion  of  this  subject,  findings 
should  be  obtained  from  the  State  Department 
of  Health  regarding  any  possible  changes  which 
have  taken  place  since  this  law  became  effective 
and  whether  there  has  been  any  significant  in- 
crease in  the  reported  incidence  of  syphilis,  etc. 
Dr.  Barger  pointed  out  that  a state  law  requires 
that  every  pregnant  woman  must  have  a stand- 
ard serological  test  prior  to  delivery  of  each 
baby,  thus  partially  answering  the  criticism  that 
a negative  standard  serological  test  at  the  time 
of  applying  for  a marriage  license  perhaps  would 
not  reveal  a recent  infection  with  syphilis  which 
could  be  transmitted  to  a child  subsequent  to 
the  marriage.  It  was  also  pointed  out  that  there 
has  been  no  criticism  of  the  law  requiring  a 
standard  serological  test  for  a pregnant  woman, 
although  it  would  appear  that  those  criticisms 
which  have  been  leveled  at  the  pre-marital  ex- 
amination standard  serological  test  would  hold 
in  either  case. 

Dr.  Barger  summarized  his  report  by  point- 
ing out  that  the  diagnosis  of  syphilis  is  not  based 
on  a laboratory  test,  but  is  rather  the  result  of  a 
physical  examination.  In  reviewing  the  wording 
of  the  statute,  it  is  noted  that  the  law  calls  for 
“such  examination,  including  a serological  test, 
as  may  be  necessary  for  the  discovery  of  syphi- 
lis.” 

It  was  generally  agreed  by  all  members  pres- 
ent that  the  law  requires  a physical  examina- 
tion, admittedly  limited  to  the  search  for  evi- 
dence of  syphilis,  but  definitely  an  examination 
of  the  person  and  not  solely  the  standard  sero- 
logical test.  The  Beverend  Mr.  Schmitz  com- 
mented that  he  was  chairman  of  the  conference 
sponsoring  this  measure,  and  that  he  knew  of 
some  opposition  to  the  measure  on  the  part  of 
pathologists  particularly,  at  the  time,  and  was 
surprised  that  the  Medical  Association  backed 
the  measure  without  reservation.  He  expressed 
the  view  as  being  the  consensus  of  all  ministers 
that  the  waiting  period  certainly  should  be  pre- 
served, and  deferred  the  matter  of  the  serology 
to  the  medical  profession. 

The  Reverend  Mr.  Green  commented  that  the 


waiting  period  is  of  advantage,  and  praised  the 
initiative  measure  because  of  the  opportunity  it 
gives  for  counselling,  particularly  since  the  ap- 
plicants for  marriage  are  referred  to  a physician 
who  is  in  a position  to  counsel  in  much  the  same 
way  as  the  minister. 

The  Reverend  Mr.  Eaton  reviewed  his  plan  of 
counselling  with  married  couples  and  indicated 
that  one  of  his  points  of  advice  is  that  the  couple 
select  a family  physician  and  arrange  separate 
appointments  so  that  the  doctor  can  perform  a 
physical  examination  prior  to  their  marriage. 

Dr.  Glen  McGee  expressed  the  opinion  that 
the  present  law  and  the  serological  test  may  not 
be  fully  adequate,  but  they  represent  the  most 
adequate  means  we  have  at  the  present  time 
under  the  law  for  this  purpose.  He  also  revealed 
that  he  has  heard  no  serious  obtections  to  this 
law  from  any  of  the  couples  that  he  has  coun- 
seled. He  expressed  a desire  for  more  help  from 
physicians  on  counselling  couples  anticipating 
marriage  and  he  believes  that  this  is  a field  in 
which  the  physicians  could  be  much  more  ef- 
fective with  more  time  and  effort.  He  acknowl- 
edged that  many  physicians  are  now  carrying 
out  pre-marital  counselling  along  with  their  phy- 
sical examination,  but  expressed  the  hope  that 
this  degree  of  excellence  would  be  more  wide 
spread. 

After  further  discussion  of  the  status  of  the 
present  statute  it  was  moved  by  Doctor  Barger 
that  this  committee  submit  a recommendation 
to  the  Arizona  Medical  Association  that  no 
change  be  made  in  the  law.  The  motion  was  sec- 
onded and  passed  unanimously. 

The  ministers  attending  the  meeting  expressed 
a desire  for  more  rapport  between  the  physician 
and  the  theologians  regarding  treatment  of  the 
whole  person.  Several  proposals  were  made  in- 
formally regarding  the  possibility  of  having  a 
state  wide  meeting  of  ministers  and  doctors  for 
the  purpose  of  education  and  study  of  problems 
common  to  the  two  groups.  The  second  pro- 
posal was  for  local  groups  of  doctors  and  min- 
isters to  discuss  their  common  grounds  in  their 
communities,  rather  than  to  start  out  on  a state 
wide  basis. 

Dr.  Manley  indicated  that  it  was  his  belief 
that  physicians  would  respond  to  such  a meeting 
if  the  connection  between  the  doctors  and  the 
theologians  would  be  clearly  adopted  to  medi- 
cine rather  than  basing  the  meeting  on  the  “no 
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man’s  land  of  emotional  and  spiritual  problems.” 

In  summary,  it  is  the  eonsensus  of  the  Min- 
isterial Liaison  Committee  that  the  present  stat- 
ute should  not  be  repealed,  but  that  the  physi- 
eians  of  the  state  shoidd  be  advised  of  the  inter- 
pretation of  the  wording  “sueh  examination,  in- 
eluding a standard  serological  test,  as  may  be 
necessary  for  the  discovery  of  syphilis.”  This  will 
require  that  each  applicant  for  marriage  will 
have  a physical  examination,  admittedly  limited, 
but  adequate  for  the  discovery  of  syphilis.  The 
statute  clearly  indicates  that  merely  the  obtain- 
ing of  a standard  serological  test  is  not  the  mean- 
ing of  the  law.  In  the  light  of  this  interpretation, 
we  believe  that  the  statute  is  not  objectionable, 
and  recommend  no  change. 

Respectfully  submitted 

Philip  G.  Derickson,  M.D.,  Chairman 
Ad  Hoc  Ministerial  Liaison  Committee 
Arizona  Medical  Association,  Inc. 

ON  AGING 

PLUS  CA  CHANGE,  PLUS  C’EST  LA  MEME 
CHOSE 

The  world  changes.  The  solutions  to  problems 
alter  but  the  questions  do  not.  Population  ex- 
pands at  an  explosive  rate  and  we  who  are  prac- 
ticing medicine  are  in  large  degree  responsible 
for  this  explosion  at  either  end  of  the  age  scale. 
It  behooves  us,  thus,  to  concern  ourselves  inti- 
mately with  all  details  of  the  explosion  for  which 
we  are  in  a fundamental  sense  responsible. 

The  world  changes.  The  primitive  Eskimo  an- 
swers the  problems  of  the  aging  by  leading  will- 
ingly into  the  storm  and  the  cold  the  aged  and 
the  infirm  who  are  no  longer  able  to  contribute 
their  share  to  the  upkeep  of  the  community.  In 
an  earlier  and  simpler  civilization  in  our  own 
country,  the  aged  were  cared  for  in  the  houses 
which  they  had  built  with  the  strength  of  their 
hands  on  the  land  which  they  had  tilled  with  the 
love  of  their  hearts,  bound  in  a sense  to  a com- 
mon destiny  to  those  who  were  younger  than 
they  by  the  love  of  the  land  and  the  love  of  the 
home. 

The  world  changes,  but  the  questions  remain. 
When  our  civilization  moved  from  an  agricul- 
tural to  a more  industrial  society,  the  provision 
for  those  who  were  growing  older  and  who  were 


less  productive  was  first  sought  in  Time.  Plans 
of  one  sort  or  another  including,  ultimately,  old 
age  and  survivor’s  insurance,  established  an  ar- 
bitrary date  in  life  at  which  an  individual  was 
considered  to  have  entered  a golden  era  in 
which  he  might  walk  quietly  and  placidly  down 
the  road  to  oblivion.  It  is  evident  that  this  tech- 
nique ignores  a fundamental  change  in  the  status 
of  the  aging  which  we  who  practice  medicine 
have  introduced  into  our  modern  civilization, 
namely  that  the  aging  constitute  no  special 
group  of  necessity  infirm  and  incompetent,  but 
only  a certain  number  of  individuals  of  taste  and 
attitudes  modified  but  little  through  the  experi- 
ence of  living.  The  American  Medical  Associa- 
tion in  its  recent  reports  on  the  subject  of  aging 
has  carefully  stressed  the  fact  that  there  are  per 
se  no  diseases  of  the  aged,  but  only  diseases  in 
the  aged.  Concurrent  studies  done  elsewhere 
tend  to  indicate  too,  that  the  aged,  in  their  psy- 
chosomatic attitudes,  preserve  fundamental  con- 
cepts to  the  end  of  their  days  that  were  present 
throughout  all  their  lives.  From  this  it  is  fairly 
apparent  that  the  problems  which  exist  relative 
to  the  aged  and  aging  are  problems  which  in 
large  degree  are  artificially  foisted  upon  them 
and  engendered  by  the  rules  and  regulations  of 
our  society. 

As  doctors  we  must  concern  ourselves  with 
several  aspects  of  the  problem  of  aging.  First 
and  foremost,  of  course,  we  are  charged  with 
adequate  care  of  the  physical  health  needs  of 
those  individuals  who  have  passed  beyond  the 
prime  of  life.  Additionally  throughout  all  its  ca- 
reer medicine  has  sought  to  give  care  to  all  those 
who  require  it,  without  compensation  if  need 
be,  or  for  such  compensation  as  the  individual 
can  afford.  With  the  complexity  of  modern  diag- 
nostic and  therapeutic  regimens,  however,  it  is 
not  enough  for  the  physician  himself  to  offer  his 
care  to  an  individual  on  a free  or  a part-pay  basis 
since  much  of  the  control  of  the  diagnostic  and 
therapeutic  means  requisite  to  the  total  care  of 
a patient  is  no  longer  in  the  hands  of  the  indi- 
vidual practitioner.  Numerous  means  of  avoid- 
ance of  this  dilemma  have  been  sought.  The  most 
recent  of  these  is  an  effort  to  impose  upon  the 
aging  population  a compulsory  type  of  health 
insurance  through  the  offices  of  the  social  se- 
curity system.  In  our  own  state  the  approach  is 
unrealistic;  fully  50%  of  the  aged  within  our 
state  have  no  social  security  coverage.  Of  the 
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remaining  50%  who  are  so  eovered,  it  is  dubious 
that  even  a signifieant  percentage  is  in  need  of 
government  help  in  defraying  medical  expense. 
A recent  hospital  survey  conducted  in  southern 
Arizona  tends  to  indicate  that  probably  more 
than  90%  of  all  individuals  over  65  years  of  age 
requiring  hospitalization  were  able  to  finance 
the  cost  of  this  hospitalization  either  by  them- 
selves, through  savings,  through  insurance,  or 
thorugh  the  assistance  of  immediate  relatives.  In 
our  conscience,  as  physicians,  however,  the 
knowledge  that  even  10%  are  incapable  of  meet- 
ing their  basic  requirements,  should  be  too  much. 
Voluntary  health  plans  are  e.xpanding  apace. 
They  have  shown  themselves  in  large  degree  ca- 
pable of  meeting  the  requirements  of  younger 
individuals,  and  if  we  bear  in  mind  the  studies 
of  the  American  Medical  Association  previously 
referred  to,  we  must  reach  the  inevitable  con- 
clusion that  since  there  are  no  special  diseases 
of  the  aged  and  the  aging,  so  there  can  be  really 
no  special  problems  of  the  aged  and  the  aging 
that  cannot  be  met  by  modifications  of  answers 
given  to  problems  existing  in  younger  age 
groups.  In  this  regard,  a plan  is  now  under 
study  suggesting  the  feasibility  of  coverage  for 
those  individuals  who  are  unable  to  care  for 
themselves  by  their  own  efforts  alone  through 
voluntary  insurance  plans  by  state  participation 
in  and  state  coverage  of  them  in  private  insur- 
ance organizations.  For  the  preservation  of  the 
dignity  of  these  individuals,  it  is  devoutly  to  be 
hoped  that  some  plan  will  also  be  formulated 
whereby  from  each  according  to  his  ability 
some  contribution  toward  his  insurance  may  be 
obtained. 

“The  preservation  of  his  dignity”!  — “Aye, 
there’s  the  rub!”  There  are  too  many  of  us  who 
have  reached  the  age  of  65  who  are  compelled 
by  law  or  custom  to  cast  ourselves  upon  the  fu- 
neral pyre  of  uselessness.  One  answer  that  has 
been  suggested  to  the  problem  of  the  preserva- 
tion of  human  dignity  is  such  persons  as  are 
retired  (whether  by  compulsion  or  choice)  has 
been  to  suggest  that  all  individuals  should  be 
regarded  as  in  the  same  category,  all  should  be 
covered  alike  by  a paternalistic  government  with 
its  arms  enfolding  them  in  a cradled  grave  of 
protectiveness,  so  that  those  who  are  rich  and 
require  none  of  it  and  those  who  are  poor  and 
require  it  all  shall  appear  alike  in  the  eyes  of 
the  people  of  our  country.  One  can  question 
whether  this  is  a truly  American  method  of  pre- 


serving dignity;  a basic  principle  of  our  govern- 
mental philosophy  has  been  that  each  individual 
shall  be  given  an  equal  opportunity  to  fend  for 
himself;  it  by  no  means  provides  for  the  fact 
that  all  men  should  be  equal  in  their  ability.  As 
our  nation  approaches  a welfare  state  organiza- 
tion, there  is  a tendency  to  downgrade  all  indi- 
viduals, the  competent  to  the  grade  of  the  in- 
competent and  these  left  at  their  original  level 
so  that  all  alike  shall  be  assigned  to  a comparable 
grade  of  unproductiveness  when  they  have 
reached  a given  number  of  calendar  years.  I 
submit  this  is  not  the  preservation  of  human 
dignity. 

A second  phase,  then,  with  which  the  physi- 
cian in  the  United  States  must  concern  himself 
insofar  as  the  problems  of  aging  are  concerned, 
is  the  preservation  of  human  dignity  as  the  hu- 
man being  himself  would  see  it.  The  Declaration 
of  Independence  regards  as  among  the  inalien- 
able rights  of  man  the  rights  to  life,  liberty  and 
the  pursuit  of  happiness.  Life  and  liberty,  to  be 
sure,  are  statutes  not  revoked  from  those  who 
are  older  than  65;  but  is  the  pursuit  of  happiness 
a route  which  is  prescribed  by  law?  It  is  sin- 
cerely to  be  hoped  that  the  Arizona  Medical  As- 
sociation will  concern  itself  with  this  third  right 
of  man.  It  is  imperative  that  ways  be  found  and 
means  devised  whereby  the  older  citizens  of  our 
state  may  render  themselves  useful  not  only 
economically  to  the  populace  as  a whole,  but 
economically  and  psychologically  to  themselves 
as  well.  It  is  fitting  and  proper  that  the  infirm 
be  aided  where  they  are  unable  to  aid  them- 
selves; it  is  merciful  and  humane  that  the  incom- 
petent be  not  destroyed  as  the  result  of  their  in- 
competence; it  is  equally  humane  that  the  com- 
petent and  the  firm,  irrespective  of  age  group, 
should  not  be  sacrificed  upon  the  altar  of  an  in- 
flexible calendar.  To  this  end,  we  as  doctors 
must  concern  ourselves  with  the  psychological 
well  being  of  our  patients  as  well  as  their  physi- 
cal status.  Every  move  must  be  made  to  find 
gainful  occupations  in  which  those  of  older 
years  can  engage  with  a preservation  of  dignity 
and  an  improvement  in  economic  security  for 
those  who  require  it. 

Specific  recommendations  may  be  made  in 
these  regards:  the  possibility  of  hospitalization 
and  medical  insurance  under  the  Blue  Cross  — 
Blue  Shield  plans,  or  any  comparable  plan, 
should  be  broadened  insofar  as  possible  to  co\  er 
the  medical  needs  of  all  citizens,  irrespeeti\  e of 
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age.  In  the  instances  of  those  individuals  who  are 
county  or  state  charges,  the  state  by  right  and  by 
necessity  should  contribute  its  share,  up  to  100% 
if  necessary,  of  the  premiums  required  for  the 
coverage  of  such  individuals.  The  remuneration 
by  the  participating  insurance  company  or  com- 
panies to  the  agencies  providing  the  care  should 
most  properly  be  scaled  to  the  minimum.  This 
downscaling  of  costs  could  properly  include  not 
only  the  fees  offered  the  attending  physician, 
but  the  costs  of  hospitalization,  prosthetic  de- 
vices whether  dental  or  orthopedic,  glasses, 
drugs,  and  in  fact,  all  of  the  medical  and  health 
requirements  of  these  individuals  properly  cov- 
ered by  insurance.  Such  a plan  appears  both  eco- 
nomically feasible  and  feasible  from  an  acturial 
viewpoint.  A plan  of  this  sort  is  currently  under 
study  within  this  state  and  is  currently  opera- 
tional in  Colorado. 


Thus  we  endeavor  to  encompass  the  entire  , 
question  not  only  of  aging  but  of  medical  and 
economic  care  for  our  entire  population.  Those  ' 
who  ean  do  so  and  wish  to  do  so  should  be  per-  • 
mitted  to  care  for  themselves  as  has  been  tradi- 
tional within  our  society  sinee  its  inception. 
Those  who  ean  do  so  only  in  part  should  be  aid- 
ed and  assisted  by  those  who  are  better  able  to 
earry  the  burden;  and  those  who  are  unable  to 
eare  for  themselves  in  whatever  manner  must 
be  assisted  totally  from  the  outside.  And  it  must  • 
be  recalled  that  from  the  point  of  view  not  only 
of  soeiety  at  large  but  of  the  individuals  involved 
as  well,  — the  aging,  — it  is  not  only  morally  but 
probably  eeonomieally  as  well  unsound  to  regard  * 
them  as  a speeial  group  with  special  problems. 

Samuel  J.  Grauman,  M.D.  ; 

Report  filed  with  the  Professional  Committee  of  the  Arizona 
Medical  Association,  Inc.,  at  its  meeting  March  12,  1961. 


MUrray  1-2301 
SYcamore  5-9901 


2900  E.  Del  Mar  Blv 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 


Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
y located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages, 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

F.A.C.S.  KENNETH  P.  NASH,  MD 
C STEPHEN  SMITH  III,  M.D. 

S^^GLAS  R.  DODCE  M.d.  HARRIET  HULL  SMITH,  M.D. 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W LITTLE  M D 

DONALD  C.  BALFOUR,  JR.,  AA.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 


“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  hei 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better , 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 

Brightens  up  the  mood,  brings  down  tension 


DeproVs  balanced  action  avoids  “seesatv”  effects 
of  energizers  and  anighet amines.  While  ener- 
gizers and  amphetamines  may  stimulate  the 
patient  - t/ie?/  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate  combi- 
nations may  counteract  excessive  stimulation  - 
they  often  deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided  with  Deprol. 
It  lifts  depression  as  it  calms  anxiety  - a bal- 
anced action  that  brightens  up  the  mood,  brings 
down  tension,  and  relieves  insomnia,  anorexia 
and  emotional  fatigue. 

Acts  rapidly  - you  see  improvement  in  a few 
days.  Unlike  the  delayed  action  of  most  other 


antidepressant  drugs,  which  may  take  two  to  six 
weeks  to  bring  results,  Deprol  relieves  the 
patient  quickly  - often  tvithin  a few  days.  Thus, 
the  expense  to  the  patient  of  long-term  drug 
therapy  can  be  avoided. 

Acts  safely— no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia, 
hypotension,  psychotic  reactions  or  changes  in 
sexual  function  - frequently  reported  with  other 
drugs. 


‘Deprol*’ 

Dosage:  Usuol  starling  dose  is  1 tablet  q.i.d.  When  neces- 
sary, this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 
Composition:  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCI)  and  400  mg.  meprobamate. 
Supplied:  Sollies  of  50  lighl-pink,  scored  lablels.  Wrile 
for  literature  and  samples. 
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In  response  to 
innumerable  requests 
from  dermatologists 

Winthrop  Laboratories 
now  makes  available 


TRipir 

FOR  LUPUS  ERYTHEMATOSUS  AND 
LIGHT-SENSITIVITY  ERUPTIONS 


WHAT  IT  IS: 

A combination  of  Atabrine®  hydrochloride 
25  mg.,  Aralen®  phosphate  65  mg.  and 
Plaquenil®  sulfate  50  mg. 

WHAT  irs  FOR: 

Treatment  of  lupus  erythematosus  (chronic 
discoid  type)  and  polymorphic  light  eruptions 
(light-sensitivity  eruptions,  solar  urticaria 
or  dermatitis). 


HOW  IT  ACTS: 

Each  of  the  three  components  produces 
beneficial  response  in  lupus  erythematosus 
and  light-sensitivity  eruptions.  Since  the  dose 
of  each  of  the  Triquin  components  is  very 
low,  overall  toxicity  is  reduced  and  clinical 
tolerance  Improved.  Furthermore,  the 
three  components  appear  to  act 
synergistically. 


DOSAGE: 

Lupus.  Average  initial  adult  dose,  1 or  2 
tablets  after  meals  and  at  bedtime.  Dosage 
should  be  reduced  gradually  at  two  week 
intervals  to  1 or  2 daily. 


HOW  SUPPLIED: 

Triquin  tablets  in  bottles  of  100,  sold  on 
prescription  only. 

Write  for  TRIQUIN  booklet. 


Light-Sensitivity  Eruptions.  Average  initial 
adult  dose,  1 tablet  after  breakfast  and 
lunch.  May  be  reduced  after  several  weeks  to 
maintenance  dosage  of  1 tablet  daily. 

LABORATORIES  New  York  18,  N.  Y. 


Triquin,  Atabrine  (brand  of  quinacrine),  Aralen  (brand  of  chloro- 
quine),  and  Plaquenil  (brand  of  hydroxychloroquine),  trademarks 
reg.  U.  S.  Pat.  Off. 
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in  the  wide 


for  fast  and 
thorough 
: pain  relief 

AVERAGE  ADULT  DOSE 

^ 1 tablet  every  6 hours. 

May  be  habit-forming. 
Federal  law  permits 
oral  prescription. 


it  Aiso  Availabie 

[ For  greater 

' , flexibility  in  dosage  — 

Percodan®-Demi:  The  complete 
Percodan  formula,  but  with 
only  half  the  amount  of  salts  of 
dihydrohydroxycodeinone 
and  homatropine. 

1.  Blank,  P.,  and  Boas,  H.:  Irriproved 
analgesia  for  moderate  pain,  Ann.  West. 
Med.  &.  Surg.  6:376,  1952.  2.  Bonica,  J.  J., 
et  al.:  The  management  of  postpartum 
‘ pain  with  dihydrohydroxycodeinone 
(Percodan):  Evaluation  with  codeine  and 
placeba.  West.  J.  Surg.  65:84,  1957. 
3.  Cass,  L.  J.,  and  Frederick,  W.  S.: 
A controlled  study  in  pain  relief,  M.  Times 
84:1318,  1956.  4.  Chasko,  W.  J.:  Pain-free 
dental  surgery:  Postoperative  extension 
of  the  pain-free  state,  J.  District  of 
Columbia  Dent.  Soc.  31:3,  No.  5,  1956. 
5.  Cozen,  L.:  Office  Orthopedics,  ed.  2,  \ 
Philadelphia,  Lea  &.  Febiger,  1953,  pp.  120,  : 
138,  145,  156,  234.  6.  Nicolson,  W.  ■ 

nd  Skandalakis,  J.  E.:  Control  of  postoperfc  ; 
tive  pain,  J.M.A.  Georgia  46:471,  ' 

7.  Piper,  C.  E.,  and  Nicklas,  F.  W.:  Pe<W|Wli(; : 
for  pain  in  industrial  practice,  Indusf.Tped.' 
23:510,  1954;  abstracted,  Clin.  Med.  3:t^',3g56, 
Current  M.  Digest  22:13S.\^oi?3r:1955. 


(Salts  of  Dihydrohydroxycodeinone  and 
Homatropine,  plus  APC) 


TABLETS 


fills  the  gap 
between 
mild  oral  and 
potent  parenteral 
analgesics” 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


■ acts  in  5-15  minutes 

■ relief  usually  lasts 
6 hours  or  longer 

■ toleration  excellent., 
constipation  rare 

■ sleep  uninterrupted 
by  pain 


Each  Percodan*  Tablet  contains 
4.50  mg.  dihydrohydroxycodeinone 
HCI,  0.38  mg.  dihydrohydroxy- 
codeinone terephthalate  (warning: 
may  be  habit-forming),  0.38  mg. 
homatropine  terephthalate, 

224  mg.  acetylsalicylic  acid, 

160  mg.  acetophenetidin,  and 
32  mg.  caffeine. 


U.S.  Pats.  2,628,185  and  2,907,768 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  . . . for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  {salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 
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The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 
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in  bacterial 
tracheobronchitis 

PaiS 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable— but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 


promptly 

to  gain  precious 
therapeutic  hours 


Panalba 


your  broad-spectrum 
antibiotic  of  first  resort 


A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing  the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 
treatment. 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  leuko- 
penia and  agranulocytosis  have  been  reported  in  patients 
treated  with  Albamycin.  Most  of  these  side  effects  usually 
disappear  upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  in  over- 
growth of  nonsusceptible  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy, appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  should  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  appears  in  the  plasma. 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistaminic  agents  develop. 


♦Trademark,  Reg.  U.S.  Pat.  Off. 
The  Upjohn  Company 
Kalamazoo.  Michigan 


Upjphn 


‘‘The  experience  to  date  with 
griseofulvin  has  been  so  promising 
for  the  management  of  Microsporum 
aiidouini,  Trichophyton  tonsurans 
and  Trichophyton  violaceum  that  it 
has  become  the  treatment 
of  choice  for  these  in- 
fections of  the  scalp. 


oral  ^ 

liilviciir 


Supplied:  Fulvicin  Tablets  (scored),  500  mg.,  in  bottles  of  20  and  100;  250  mg., 
in  bottles  of  30,  100  and  500.  Reference:  Sulzberger,  M.  B.,  et  al.:  Dermatology: 
Diagnosis  and  Treatment,  ed.  2,  Chicago,  Year  Book  Publishers,  1961,  p.  350.  For 
complete  details,  consult  latest  Schering  literature  available  from  your  Scherinj 
Representative  or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  N.  J.^ 

SCHERING  CORPORATION  . BLOOMFIELD,  NEW  JERSEY 


griseofulvin 


Tinea  capitis  due  to  T.  tonsurans  cleared  after  7 weeks  of  therapy  with  Fulvicin. 

FROM  WEINER,  M.  A.;  GOULD,  A.  H.,  AND  GANT,  J.  0.,  JR.:  GRISEOFULVIN  IN  RINGWORM  INFECTIONS.  SCIENTIFIC  EXHIBIT 
PRESENTED  AT  A.M.A.  CLINICAL  MEETING,  DECEMBER,  I960,  WASHINGTON.  D.  C. 
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Located  in  the  heart  of-  the  beautiful  Phoenix  citrus  area  near  pMcturesque 

Camel  back  Nlountain,  this  hospital  is  dedicated  exclusn  eh’  to  the 
treatment  of  psychiatric  and  psychosomatic  disorders,  incltidina  alcoliohsm. 
Facilities  include: 

Spacious,  year  round  outdoor  recreation  area 
F4eated  swimminsa  pool 

Modern,  comfortable  rooms 


> Open  medical  staff  . 91  bed  capacity 

• Ratio  ot  more  than  one  registered  staff  nurse  to  every  two  patients 
’ All  rooms  air-conditioned  • Spacious  larounds  cover  ten  acres 
' Licensed  and  approved  by  Arizona  State  nepartment  of  Health 
' Member  ol : 

American  Hospital  Association 
Arizona  Hospital  Association 
Association  of  Western  Hospitals 
National  Association  of  Pru’ate  Psychiatric  Hospitals 
Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  also  by: 

The  American  Psychiatric  Association 


5055  North  34th  Street 
AMherst  4-4111 
PHOENIX,  ARIZONA 
OTTO  L.  BENDHEIWI,  M.D.,  F.A.P.A.,  Medical  Director 
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THESE  23,000 
PEOPLE  IN 
ARIZONA  NEED 
MEDICAL  HELP 


{Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation's  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Arizona  there  are  at  least  23,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 

LABORATORIES 


LI  BRI  U M®  Hydrochloride  — 7 -chloro-2  - me  thy  la  mino- 
5- phenyl-3H  - 1 ,4-berizodia2epine  4-oxide  hydrochloride 

Division  of  Ho(fmann-La  Roche  Inc. 
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^New  Product  Announcement 


a significant 
achievement  in 
corticosteroid  research 


(paramethasone  acetate,  Lilly) 


/Esculapius 

Haldrone  is  a potent  synthetic  corticosteroid  with  marked  anti- 
inflammatory activity  In  steroid-responsive  conditions,  it  pro- 
vides predictable  anti-inflammatory  effects  with  a minimum  of 
untoward  reactions.  Gratifying  response  has  been  observed  in 
patients  transferred  from  other  corticosteroids  to  Haldrone.  There 
IS  relatively  little  adverse  effect  on  electrolyte  metabolism.  With 
Haldrone,  sodium  retention  is  unlikely,  psychic  effects  are  mini- 
mal, and  there  appears  to  be  freedom  from  muscle  weakness  and 
cramping. 


Haldrone,  2 mg., 
IS  approximately 
equivalent  to 


Cortisone 25  mg. 

Hydrocortisone 20  mg. 

Prednisone  or  prednisolone  ...  5 mg. 

Triamcinolone  or 

methylprednisolone 4 mg. 

De.xamethasone 0.75  mg. 

Although  the  incidence  of  significant  side-effects  is  low,  the  usual 
contraindications  to  corticosteroid  therapy  apply  to  Haldrone. 

Supplied  in  bottles  Tablets  Haldrone,  1 mg..  Yellow  (scored) 
oj  30,  100,  and  500  Tablets  Haldrone,  2 mg..  Orange  (scored) 

ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Recent  Trends  in  Medical  Economics 

— HISTORY  AND  PROPHECY 

Russell  V.  Lee,  M.D. 


Thifi  t:hfillrn^iufi  nrfirlc  jnr.scut/i  fhr  opinion  and  counsel  of  an  outstanding  - 
thinker  in  A/neriran  nirdirinr.  The  author  is  properly'  identified  with  Alan 
Greggs  "Great  Medicine”  yet  he  has  worked  for  tUk,  most  part  outside  the  ,,  ! 
cloister  of  ivory  towers.  Dr.  liussel  V.  Lee  is  founder  %rid  director  of  the  Palo 
AUo  Medical  (Uinic.  one  of  the  most  successful  ventures  in  group  practice  in  the 


THE  INTEREST  — and  it  is  intense  — in 
medical  economics  is  occasioned  by  a simple 
but  fundamental  fact  — medical  services  are 
worth  having.  It  has  not  always  been  so.  In  1910 
it  was  said,  probably  truly,  that  the  random  pa- 
tient with  the  random  disease  making  a random 
contact  with  a physician  stood  less  than  a fifty 
per  cent  chance  of  profiting  by  the  encounter. 
Not  so  now.  The  astounding  progress  of  the  sci- 
ence of  medicine  in  thirty  years  has  made  it 
demonstrably  evident  that  freedom  from  un- 
necessary suffering  and  premature  death  can  be 
purchased  if  the  client  has  the  means  and  access 
to  medical  care  of  high  quality.  Health  can  be 
purchased.  People  know  this.  Labor  leaders 
know  this.  Politicians  know  this  too,  and  prepaid 
medical  care  is  now  replacing  “bread  and  cir- 
cuses” as  the  bait  for  votes,  with  the  result  that 
practically  every  large  country  has  socialized 
medicine  so  firmly  established  that  it  will  never 
be  abandoned. 

When  the  physician  was  quite  aware  of  the 
probable  inefficacy  of  his  cures,  he  left  the  fee 
up  to  the  largess  of  his  patient.  But  later,  when 

Presented  before  the  Pima  County  Medical  Society,  Tucson, 
Arizona,  October  11,  1960. 

Palo  Alto  Medical  Clinic,  Palo  Alto,  California. 


he  had  something  to  sell  which  was  attractne, 
particularly  the  dramatic  operation  made  pos- 
sible by  asepsis  and  anaesthesia,  he  charged 
what  the  traffic  would  bear.  But  because,  in 
spite  of  the  life-saving  nature  of  some  of  his 
procedures,  in  the  aggregate  it  really  mattered 
little  whether  one  had  a physician’s  services  or 
not,  denial  of  access  to  such  services  was  not 
sociologically  a very  important  thing.  But  now, 
when  it  is  well  known  that  one’s  children  survive 
or  perish  in  proportion  to  the  quality  of  medical 
care  available,  when  death  in  childhood  is  be- 
coming extremely  rare  in  good  hands,  it  is  in- 
tolerable to  people  that  such  services  are  denied 
them  because  of  an  economic  barrier.  A new 
principle,  unthinkable  fifty  years  ago,  now  pre- 
vails. It  is  that  access  to  medical  care  of  high 
quality  is  a human  right  which  must  not  be  de- 
nied to  anyone.  And  as  a corollary  to  this  con- 
cept is  the  second  — that  the  state  must  prov  ide 
it  if  the  individual  cannot. 

Now  this  has  come  about  at  a time  wlien  as  a 
result  of  a long  trend,  beginning  with  the  Flex- 
ner  Report  in  1910,  the  relative  number  of 
trained  medical  personnel  in  relation  to  a bur- 
geoning population  has  dropped.  The  demand 
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has  increased,  is  increasing,  and  will  increase 
still  more,  and  the  supply  lags.  One  must  ap- 
preciate these  basic  facts  to  understand  why  so- 
cialized medicine  has  come  to  so  many  coun- 
tries, why  medical  insurance  which  covered  in 
some  measure  perhaps  2,000,000  people  in  1938 
covers  130,000,000  today.  And  why  with  in- 
creased life  expectancy,  medical  care  for  the 
aging  becomes  such  a hot  political  issue  today. 

What  has  been  done  to  meet  the  situation  and 
what  is  likely  in  the  years  to  come  are  certainly 
important  questions,  but  not  easy  ones  to  an- 
swer. The  answer  to  the  first  question  cannot  be 
covered  by  one  word  for  various  things  have 
been  done  by  various  people  with  varying  points 
of  view.  The  doctors  were  and  are  not  unaware 
of  the  situation  and  in  the  creation  of  the  “Blues” 
— Cross  and  Shield  — have  contributed  greatly 
to  one  solution.  The  commercial  insurance  com- 
panies, loath  to  enter  the  field  two  decades  ago, 
are  in  it  now  to  a multi-billion  dollar  extent.  The 
labor  unions  never  accept  an  agreement  without 
a health  and  hospital  clause  and  sometimes  buy 
the  services,  with  many  furnished  by  the  em- 
ployers and  sometimes,  as  in  the  case  of  the 
mine  workers,  they  provide  their  own  hospitals 
and  doctors  to  supply  the  need.  The  clients  have 
organized  cooperatives  which  either  buy  serv- 
ices or,  in  the  case  of  some  like  Puget  Sound, 
set  up  their  own  services.  The  government 
spends  a billion  dollars  a year  to  provide  serv- 
ices for  the  veterans  and  now  adds  dependents 
of  military  personnel  to  the  beneficiaries.  Many 
insurance  plans  are  sold  on  the  basis  of  experi- 
ence rating  to  a great  extent  and  thereby  ex- 
clude many  who  need  the  services  the  most  ur- 
gently. The  closed  panels  excite  hostility  on  the 
part  of  organized  medicine  and  have  trouble 
getting  doctors.  The  cooperatives  suffer  from 
lack  of  administrative  skill  and  experience  in  a 
very  technical  field.  The  government  services 
suffer  from  the  pressures  of  the  “gimme”  boys 
and  the  tendency  of  all  governmental  agencies 
to  abnormal  hypertrophy.  To  be  sure  much,  very 
much,  of  great  value  has  been  achieved,  but  none 
of  the  systems  is  entirely  satisfactory. 

Out  of  the  welter,  certain  unmistakable  trends 
can  be  seen.  One  of  these  is  the  remarkable 
growth  of  group  practice  as  an  acceptable,  and 
increasingly  accepted,  way  of  medical  life.  Dr. 
Pomrinse,  of  the  United  States  Public  Health 


Service,  has  just  completed  a survey  that  shows 
at  least  a three-fold  increase  in  the  number  of 
groups  since  the  last  survey  in  1946.  The  group 
is  perhaps  the  best  presently  available  answer 
to  the  shortage  of  medical  personnel.  There  are 
certainly  great  economies  to  be  achieved  under 
group  practice  and,  because  of  the  ability  of  the 
group  to  use  paramedical  personnel  to  such  a 
great  degree,  the  number  of  patients  who  can 
be  cared  for  by  each  doctor  is  greatly  increased. 
And,  furthermore,  the  group  provides  the  only 
possible  mechanism  for  the  provision  of  com- 
prehensive medical  services  from  the  physician 
to  the  client  without  the  intervention  of  any 
third  party.  To  be  able  to  do  this  saves  greatly 
in  money  and,  by  obviating  the  burdensome 
mountain  of  reports,  saves  the  doctor’s  time  and 
disposition.  This  system,  by  direct  prepayment 
between  a group  of  patients  and  a group  of  doc- 
tors, seems  destined  to  grow  and  certainly  has 
many  advantages  for  both  patient  and  doctor. 

To  be  sure,  only  between  fifteen  and  twenty 
per  cent  of  physicians  are  in  group  practice  and 
hence  there  are  great  limitations  on  the  possible 
growth  of  such  systems.  However,  a situation 
has  developed  in  the  last  twenty  years  that  curi- 
ously provides  a ready-made  mechanism  for  a 
great  extension  of  this  highly  desirable  develop- 
ment. This  is  the  institution  of  the  modern  hos- 
pital and  the  hospital  staff.  The  staff  of  a mod- 
ern hospital  partakes  of  many  of  the  character- 
istics of  a proper  group.  It  usually  encompasses 
a wide  spectrum  of  skills  which  includes  all  the 
usual  specialties.  The  members  are  subject  to  a 
certain  selection  before  achieving  staff  status 
and  a very  real  discipline  over  competence  and 
quality  of  care  rendered.  The  economic  prob- 
lems of  converting  a hospital  staff  to  a group 
providing  prepaid  care  is  not  very  difficult  of 
solution.  Most  well-qualified  doctors  do  belong 
to  some  hospital  staff  and  hence  freedom  for 
the  patient  to  receive  his  care  from  the  physi- 
cian of  his  choice  can  be  assured. 

Here  then  is  a pattern  for  the  future  if  we  are 
to  escape  socialized  medicine  in  this  country. 
Let  us  have  direct,  comprehensive  prepayment 
between  the  people,  on  the  one  side,  and  the  hos- 
pital and  the  hospital  staff  on  the  other.  The  two 
services,  hospital  and  physicians  services,  should 
be  completely  separated.  Let  every  person, 
young  and  old,  good  risk  and  poor,  be  admitted 
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to  the  plan.  They  all  should  belong  to  a hospital 
association  which  they  — the  customers  — con- 
trol in  regard  to  how  much  hospital  benefit  they 
want  to  pay  for.  If  longer  stays  in  the  hospital 
and  more  ancillary  services,  such  as  drugs,  etc., 
are  desired,  higher  dues  must  be  levied.  Let  the 
hospital  staff  undertake  to  furnish  these  people 
with  medical,  i.e.,  physicians’  services  on  a com- 
prehensive, no-exclusions  basis  for  an  agreed 
capitation  fee.  Let  the  staff  itself  decide  on  the 
division  among  the  doctors  rendering  the  serv- 
ice. A development  and  refinement  of  the  well- 
tried  “unit”  system  would  probably  be  most  sat- 
isfactory. Outpatient  services  should  be  includ- 
ed and  the  aged  should  be  bracketed  in  with 


the  young. 

This  is  a plan  which  could  be  implemented 
forthwith  wherever  there  is  a hospital  with  a 
hospital  staff.  It  will  give  the  patients  what  they 
want  by  comprehensive  care  on  a prepaid  basis 
with  freedom  of  choice  within  the  hospital  staff 
as  to  which  doctor  they  prefer.  It  will  keep  the 
third  party  with  his  big  “bite”  out  of  the  pic- 
ture and,  hence,  more  service  can  be  given  or 
lower  fees  charged.  It  will  keep  the  control  of 
rates  and  method  of  physicians’  reimbursement 
in  the  hands  of  the  physicians  themselves  where 
they  belong.  It  is  the  most  feasible  presently 
available  alternative  to  socialized  medicine. 


Neoplasms  among  A-bomb  survivors  in  Hiroshima:  first  report 
of  the  research  committee  on  tumor  statistics,  Hiroshima  City 
Medical  Association,  Hiroshima,  Japan. 

Tomin  Harada,  M.D.,  and  Morihiro  Ishida,  M.D.  Hiroshima  City  Medical  Associ- 
ation and  Atomic  Bomb  Casualty  Commission,  National  Institute  of  Health, 
Hiroshima,  Japan.  J.  Nat.  Cancer  Inst.  25:  1253-1264,  1960. 

Summary 

The  1957-58  incidence  of  neoplasms  among  the  survivors  of  the  Hiroshima  A- 
bomb  varies  directly  with  radiation  dose,  insofar  as  it  may  be  inferred  from  dis- 
tance from  the  hypocenter  at  exposure.  The  incidence  of  all  malignant  neoplasms 
among  the  survivors  who  were  within  1000  meters  is  more  than  four  times  that 
of  the  nonexposed  population.  The  incidence  of  benign  neoplasms  among  the 
survivors  exposed  within  1500  meters  is  also  significantly  higher  than  that  among 
the  nonexposed.  For  survivors  under  1500  meters  there  are  significant  differences 
between  the  number  of  observed  cancers  of  the  lung,  stomach,  uterus,  and  ovary 
and  the  expected  cases  calculated  from  the  age-specific  rates  of  the  nonexposed 
portion  of  the  Hiroshima  population.  The  increased  incidence  among  survivors 
within  1500  meters  is  not  related  to  sex  or  age. 

— National  Cancer  Institute,  National  Institutes  of  Health,  Bethesda,  Maryland 
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Where  Can  Coccidiodomycosis 
Be  Acquired  in  Arizona  ? 

Keith  T.  Maddy,  M.P.H. 

H.  Gilbert  Crecelius,  Ph.D. 

Richard  G.  Cornell,  Ph.D, 


A total  of  over  11,000  houir-iaiscd  cattle  one  to  six  years  of^  age  in  selected  j 
= areas  over  the  State  of  Arizona  were  given,  skin,  tests  with  coccidioidin.  Some  J 
2,859  (24.&?o)  of  these  cattle  were  found  to  be  positive,  -;The  annual  conversion  j 
; ' rates  for  cattle  were  found  to  he  almost  identical  with  the  actual  human  infection  I 

rates  per  year  in  those  counties  in  which  this  relationship  was  studied.  These  J 

skin  tests  in  cattle  tvere  found  to  give  a fairly  accurate'^prediction  of  the  incidence  I 

and  prevalence  of  human  infections  in  the  same  areas.  . , r i 


This  investigation  was  supported  in  part  by  a 
research  grant  (Number  E-1392)  from  the  Na- 
tional Institutes  of  Health,  Public  Health  Serv- 
ice. The  study  which  defined  the  specificity  of 
the  test  used  in  this  study  was  supported  by  a 
grant  by  the  Arizona  Tuberculosis  and  Health 
Association  and  its  affiliates. 

Dr.  Maddy  is  a Veterinary  Officer  of  the  U.  S. 
Public  Health  Service  and  is  now  in  Washing- 
ton, D.  C.  in  the  Laboratory  of  Medical  and  Bio- 
logical Sciences  of  the  Division  of  Air  Pollution. 
At  the  time  of  this  study  he  was  with  the  Com- 
municable Disease  Center  of  the  U.  S.  Public 
Health  Service  in  Atlanta,  Georgia  and  assigned 
to  the  Arizona  State  Department  of  Health.  Dr. 
Cornell,  at  the  time  of  this  study,  was  a Statisti- 
cian with  the  Communicable  Disease  Center  and 
now  is  Associate  Professor  of  Statistics,  Florida 
State  University,  Talahassee,  Florida.  Dr.  Cre- 
celius is  Director  of  the  Division  of  Laboratories, 
Arizona  State  Department  of  Health. 

This  article  is  based  in  part  on  a paper  given 
at  a Conference  of  the  Epidemic  Intelligence 
Service,  Communicable  Disease  Center,  in  At- 
lanta, Georgia,  on  April  16,  1959. 


INTRODUCTION 

WHERE  CAN  coccidioidomycosis  be  ac- 
quired in  Arizona?  What  is  the  relative  risk  of 
infection  with  the  fungus  Coccidioides  inirnitis 
in  any  given  place  in  Arizona?  These  are  ques- 
tions which  have  been  asked  by  physicians,  vet- 
erinarians, and  other  workers  in  medical,  public 
health  and  related  fields  since  the  time  that 
Wooley(I)  first  discovered  23  years  ago  that  the 
infection  could  be  acquired  within  the  State. 

Geographic  distribution  of  Coccidioides  im- 
mitis  in  Arizona  has  been  determined  previously 
by  noting  the  areas  of  the  State  in  which  cases 
of  coccidioidomycosis  in  humans  are  reported 
( I-IO ) ; by  several  skin  test  surveys  conducted 
on  various  population  groups  (10-17)  (Figures 
I and  2)  and  by  trapping  rodents  in  specific 
geographic  areas  and  examining  them  for  the 
presence  of  C.  inirnitis.  (18). 

Skin  test  studies  on  man,  however,  have  all 
had  shortcomings  which  make  pinpointing  the 
infectivity  of  a small  area  difficult.  In  some  in- 
stances large  areas  with  little  population  were 
not  surveyed.  Many  persons  who  migrate  to  Ari- 
zona from  the  Midwest  have  been  previously  in- 
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GEOGRAPHIC  PATTERN  OF 
COCCIDIOIDIN  SENSITIVITY 
IN  WHITE  PERSONS  17-21  YEARS 
OF  AGE  WHO  HAD  BEEN  LIFETIME 
ONE -COUNTY  RESIDENTS  IN 
ARIZONA 

Study  by;  PALMER,  EDWARDS,  and 
ALLFATHER  (1957) 


Study  by;  MADDY,  DOTO,  FURCOLOW, 
LEHAN,  RUBIN,  GREENE, 
CASPER,  ond  COLEMAN 
(1957) 


Figure  2.  Geogfraphic  Pattern  of  Coeeidioidin  Sensitivity  in  955  High  Sehool  and  College  Students  who  had  spent  80%  of  their 
Lifetimes  in  Arizona. 
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fected  with  Histoplasma  capsiilatum,  a potential 
cause  of  a cross  reaction  to  the  coccidioidin  skin 
test.  Also,  persons  living  in  the  State  travel  about 
a great  deal  both  inside  and  outside  Arizona. 

Although  only  a few  studies  of  coccidioidin 
skin  tests  in  animals  have  been  reported,  ( 19,20) 
it  has  been  shown  that  cattle  within  the  more 
obviously  endemic  areas  become  infected  and 
react  to  skin  tests  (Figures  3,  4,  and  5).  This 
study  was  undertaken  to  determine  more  defi- 
nitely the  e.xtent  of  the  endemic  areas  and  to 
map  the  relative  infectivity  in  various  parts  of 
Arizona. 

MATERIALS  AND  METHODS 

Between  1954  and  1959,  11,643  cattle  were 
coccidioidin  skin  tested  in  the  14  counties  of 
Arizona.  The  cattle  were  selected  at  random  in 
various  parts  of  each  county.  Few  of  these  ani- 
mals had  been  more  than  several  thousand  feet 
from  where  they  were  born.  Their  ages  to  the 
nearest  year  ranged  from  1 through  6. 

Lot  15087  of  coccidioidin  was  used  early  in 
the  survey  and  later  Lot  59-62  was  used.  It  was 
standardized  to  the  same  sensitivity  as  Lot  15087 
by  simultaneously  testing  cattle  with  both  skin 
test  agents  and  then  concentrating  the  59-62  be- 
hind a collodion  filter  until  the  skin  test  agents 
gave  identical  results.  Both  lots  were  furnished 
by  Dr.  C.  E.  Smith  of  the  University  of  Califor- 
nia at  Berkeley. 

The  specificity  of  undiluted  Lot  59-62  in  de- 
tecting cattle  experimentally  infected  with  C. 
Immitis  had  been  reported  (21).  Several  other 
preliminary  experiments  were  carried  out  on 
naturally  infected  cattle  in  the  endemic  area  to 
aiiive  at  a standard  testing  procedure.  They  are 
summarized  briefly  here. 

Each  of  181  cattle  was  injected  intradermally 
with  undiluted  and  with  1-2,  1-5,  1-10,  and  1-100 
dilutions  of  coccidioidin.  All  animals  that  react- 
ed positively  (indurations  of  over  5 mm.)  to  di- 
luted skin  test  agents  also  reacted  to  the  same 
agent  when  it  was  used  in  a more  concentrated 
form.  The  reverse  was  often  not  the  case,  that  is, 
an  animal  might  react  to  a concentrated  agent 
but  fail  to  react  to  a more  dilute  solution  of  it. 
To  the  undiluted,  135  reacted,  121  reacted  to 


Figure  3.  A Cow’s  Lung  with  Instruments  Holding  Open  a 
Coccidioidal  Granuloma.  Note  Pulmonary  Lymph  Nodes  just  to 
Ae  left  that  are  Enlarged  and  are  Cut  Open  to  Show  Internal 
Granulomas. 


Figure  4.  A Close  Up  of  Two  Opened  Coccidioidal  Granulomas 
in  a Bovine  Lung.  The  Bovine  in  the  Endemic  Area  Becomes  In- 
fected Often  Without  Grossly  Palpable  Lesions  Like  These  in 
the  Lung,  but  Almost  Always  at  Least  with  Grossly  Visible  Le- 
mons in  the  Pulmonary  Lymph  Nodes.  Almost  all  Lesions  Heal 
Completely  in  a Few  Weeks  After  Infection. 


Figure  o.  A Positive  Coccidioidin  Test  on  a Cow’s  Neck  96  Hours 
After  Injection. 
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ANNUAL  CONVERSION  RATES  OF  CATTLE 
TO  A POSITIVE  COCCIDIOIDIN  TEST 


LIFE  ZONES  AT 

ALTITUDES  ABOVE 
THE  LOWER  SONORAN 


LOWER  SONORAN  LIFE  ZONE 

ARIZONA 


A TOTAL  OF  11,643  CATTLE  WERE  TESTED  ON  RANCHES  SCATTERED  THROUGHOUT  EACH  COUNTY  AND 
ONLY  CATTLE  THAT  HAD  SPENT  THEIR  ENTIRE  LIFETIMES  ON  THE  RANCH  WHERE  BORN  WERE  TESTED. 
FOR  MOHAVE.  YAVAPAI.  AND  GILA  COUNTIES.  TWO  FIGURES  ARE  GIVEN.  ONE  IS  FOR  ALL  TESTS 
WITHIN  THE  LOWER  SONORAN  LIFE  ZONE.  THE  OTHER  FIGURE  IS  FOR  ALL  TESTS  ABOVE  THE  LOWER 
SONORAN  LIFE  ZONE.  ALL  THE  TESTS  IN  GREENLEE  COUNTY  WERE  IN  THE  LOWER  SONORAN  LIFE 
ZONE.  ALL  THE  TESTS  IN  COCONINO  COUNTY  WERE  IN  ZONES  ABOVE  THE  LOWER  SONORAN  LIFE 
ZONE. 

Figure  7.  This  Map  When  Converted  to  Human  Use  Indicates  hy  Counties  or  Parts  of  Counties  the  Proportion  of  the  Susceptdde 
Human  Population  Which  Would  Convert  to  a Positive  Coccidioidin  Test  Within  a Years  Time  it  the  People  Stayed  1 ermaneiifh 
Close  to  Their  Homes. 
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Table  1.  Resulls  of  Coccidioidin  Tests  of  Home-Raised  Arizona 


Age  in  Years  to 
Nearest  Year 

Apache 

Cochise 

Coconino 

Gila 

(Low 

Altitude) 

Gila 

(High 

Altitude 

Graham 

Greenlee 

Maricopa 

T 

P 

T P 

T 

P 

T 

P 

T P 

T 

P 

T 

P 

T 

P 

1 

78 

0 

15  1 

68 

0 

291 

127 

131  0 

106 

11 

107 

14 

367 

89 

2 

320 

0 

80  16 

390 

0 

238  209 

374  1 

159 

34 

217 

51 

389 

179 

3 

146 

0 

235  41 

21 

0 

27 

14 

93  0 

91 

28 

112 

21 

197 

137 

4 

40 

0 

115  17 

16 

0 

16 

12 

61  0 

146 

65 

45 

18 

213 

134 

5 

68 

0 

108  25 

14 

0 

13 

10 

32  0 

118 

54 

43 

11 

151 

113 

6 

50 

0 

83  21 

7 

0 

8 

5 

15  0 

92 

68 

20 

14 

129 

109 

TOTALS 

702 

0 

636  121 

516 

0 

593 

377 

706  1 

712 

260 

544 

129 

1446 

761 

Instantaneous  Annual 
Conversion  Rates 

0 

.05 

0 

.28 

0 

.17 

.13 

.30 

Annual  Conversion 
Rates 

0 

.05 

0 

.25 

0 

.15 

.13 

.26 

the  1-2,  94  to  the  1-5, 

78  to  the  1-10, 

and  37  to 

tradermally 

in  the  cervical 

area 

with 

0.1 

ml. 

the  1-100.  doses  of  undiluted  coccidioidin  and  a control 


Undiluted  coccidioidin  was  injected  in  the 
cervical  area  of  861  cattle.  These  skin  tests  were 
checked  at  the  following  intervals  with  the  fol- 
lowing numbers  of  positives  (indurations  of 
over  5 inin. ) : 24  hours  — 310;  48  hours  — 380; 


broth  handled  the  same  way  coccidiodin  is  in 
its  preparation.  The  control  broth  gave  negative 
results  in  all  animals  and  the  coccidioidin  gave 
indurations  of  over  5 mm.  in  131  animals  at  96 
hours. 


72  hours  — 455;  96  hours  — 505;  120  hours  — 
435;  and  144  hours  — 263.  Of  these  cattle,  243 
were  injected  simultaneously  in  the  caudal  fold 
area.  The  cervical  area  test  resulted  in  146  posi- 
tives at  96  hours  and  87  of  these  same  animals 
had  reactions  in  the  caudal  fold  area.  None  of 


From  these  preliminary  studies  it  was  con- 
cluded that  the  coccidioidin  should  be  injected 
undiluted  intradermally  in  the  cervical  area  and. 
that  indurations  of  more  than  5 mm.  in  diameter 
at  96  hours  would  be  considered  positive. 


the  59  cervical-area  negative  cattle  gave  inde- 
pendently positive  reactions  in  the  caudal  fold 
area.  There  were  fewer  positives  both  before 
and  after  the  96-hour  reading. 

Simultaneously  264  cattle  were  injected  in- 


The skin  test  agents  were  injected  in  many 
cattle  at  the  same  time  their  blood  was  being 
collected  for  brucellosis  serology.  In  each  county 
some  of  the  same  cattle  were  also  tested  with 
other  skin  test  agents  — 841  with  histoplasmin 
and  763  with  haplomycin. 


Table  2.  Results  of  Coccidioidin  Tests  of  Home-Raised  Arizona  Cattle  Classified 

Age  in  Years  to 
Nearest  Year 

Altitudes 

0 - 

500 

ft. 

500  - 
1000 
ft. 

1000  - 
1500 
ft. 

1500  - 
2000 
ft. 

2000  - 
2500 
ft. 

2500  - 
3000 
ft. 

T P 

T P 

T P 

T P 

T 

P 

P 

T 

1 

163  11 

79  0 

420  126 

129  60 

534 

198 

104 

9 

2 

149  21 

321  35 

389  211 

119  87 

335 

278 

142 

33 

3 

192  31 

177  38 

202  161 

70  56 

114 

84 

88 

28 

4 

36  9 

83  20 

191  138 

30  24 

107 

76 

133 

59 

5 

30  12 

72  30 

135  110 

31  22 

102 

78 

114 

52 

6 

7 2 

38  24 

no  105 

35  22 

24 

14 

87 

65 

TOTALS 

577  86 

770  147 

1447  851 

414  271 

1216 

728 

668 

246 

Instantaneous  Annual 
Conversion  Rates 

.07 

.12 

.29 

.42 

.28 

.17 

Annual  Conversion  Rates 

.07 

.11 

.25 

.34 

.24 

.15 

Vol  18,  No.  7 


Arizona  Medicine 


189 


attle  by  Counties 

— (T 

= Number  Tested.  P = 

: Number  Positive) 

Mohave 

(Low 

Altitude) 

Mohave 

(High 

Altitude) 

Navajo 

Pima 

Pinal 

Santa 

Cruz 

Yavapai 

(Low 

Altitude) 

Yavapai 

(High 

Altitude) 

Yuma 

Totals 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

209 

10 

53 

0 

304 

2 

243 

71 

182 

97 

211 

24 

251 

18 

253 

1 

163 

11 

3032 

476 

354 

32 

142 

1 

203 

5 

97 

69 

147 

130 

231 

42 

no 

13 

186 

2 

149 

21 

3786 

805 

209 

36 

71 

2 

61 

1 

87 

70 

106 

91 

123 

27 

139 

16 

131 

1 

192 

31 

2041 

516 

51 

8 

25 

0 

52 

1 

91 

64 

53 

44 

46 

15 

30 

4 

12 

0 

36 

9 

1048 

391 

53 

11 

78 

1 

61 

0 

89 

68 

48 

41 

7 

4 

23 

6 

18 

0 

30 

12 

954 

356 

32 

23 

161 

3 

41 

1 

16 

9 

43 

35 

11 

5 

32 

19 

35 

1 

7 

2 

782 

315 

908 

120 

530 

7 

722 

10 

623 

351 

579 

438 

629 

117 

585 

76 

635 

5 

577 

86 

11643 

2859 

.11 

.003 

.003 

.27 

.41 

.12 

.09 

.003 

.07 

.10 

.11 

.01 

.01 

.24 

.34 

.11 

.09 

.01 

.07 

.09 

Histoplasmin  Lot  D-2770  was  used  in  testing 
841  of  the  coccidioidin  tested  animals.  Haplo- 
mycin  Lot  “Phillips  4,  antigen  16”  was  used  in 
testing  763  of  the  coccidioidin  tested  animals. 
These  two  skin  test  agents  were  supplied  by  Dr. 
M.  L.  Furcolow  and  Dr.  R.  W.  Menges  of  the 
Communicable  Disease  Center.  These  skin  test 
agents  were  injected  and  read  by  the  same  meth- 
od used  for  coccidioidin. 

RESULTS 

The  results  of  the  coccidioidin  tests  are  sum- 
marized in  Tables  1 and  2 and  in  Figures  7 and 
8.  The  conversion  rates  to  a positive  reaction 
for  each  geographic  area  were  computed  by  a 
method  outlined  by  Manos(22).  From  various 
areas  of  each  county  of  Arizona  11,643  home- 
raised  cattle  1-6  years  of  age  were  coccidiodin 
tested  and  2,859  (24.6%)  were  found  to  be  posi- 
tive. 


High  annual  conversion  rates  ( .24  and  above ) 
were  found  in  cattle  in  the  three  counties  ( Pinal, 
Maricopa,  Pima)  known  to  have  high  human 
conversion  rates.  The  cattle  in  the  low  altitude 
areas  of  Gila  County  were  also  found  to  have 
high  annual  conversion  rates,  particularly  the 
areas  around  the  artificial  lakes  on  the  Salt  River. 

Medium  annual  conversion  rates  (.11-.  15) 
were  found  in  cattle  in  the  low  altitude  areas  of 
Mohave  County  as  well  as  in  Graham,  Greenlee 
and  Santa  Cruz  counties. 

Low  annual  conversion  rates  ( .05-09 ) were 
found  in  cattle  in  the  counties  of  Cochise  and 
Yuma,  and  the  low  altitude  areas  of  Yavapai 
County. 

Navajo  County  and  high  altitude  areas  of  Ya- 
vapai and  Mohave  Counties  had  a few  coccidioi- 


ccording  to  Their  Home  Altitudes  — (T  = Number  Tested,  P = Number  Positive) 


Altitudes 

3000  - 
3500 
ft. 

3500  - 
4000 
ft. 

4000  - 
4500 
ft. 

4500  - 
5000 
ft. 

5000  - 
5500 
ft. 

5500  - 
6000 
ft. 

Above 

6000 

Totals 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

T 

P 

381 

28 

318 

38 

55 

3 

268 

1 

142 

2 

162 

0 

277 

0 

3032 

476 

171 

21 

448 

93 

125 

18 

300 

2 

99 

5 

103 

0 

1085 

1 

3786 

805 

202 

25 

235 

48 

238 

41 

202 

3 

29 

1 

31 

0 

261 

0 

2041 

516 

43 

8 

91 

33 

128 

23 

37 

0 

21 

1 

28 

0 

120 

0 

1048 

391 

37 

9 

50 

15 

112 

27 

96 

1 

19 

0 

37 

0 

119 

0 

954 

356 

53 

35 

31 

19 

88 

24 

196 

4 

27 

1 

12 

0 

74 

0 

782 

315 

887 

126 

1173 

246 

746 

136 

1099 

11 

337 

10 

373 

0 

1936 

1 

11643 

2859 

,10 

.12 

.06 

.003 

.01 

.00 

.00 

.10 

10 

.11 

.05 

.01 

.01 

.00 

.00 

.09 
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din  reactors  resulting  in  an  annual  conversion 
rate  of  .01  for  each  of  the  three  counties. 

No  coccidioclin-positive  cattle  were  found  in 
the  high  altitude  areas  of  Gila  County  nor  in 
Coconino  or  Apache  Counties. 

The  areas  of  the  State  in  the  altitude  range 
of  1000  to  2500  feet  had  high  annual  conversion 
rates  (.24  and  above).  The  rates  were  lower  at 
less  than  1000  feet  altitude  and  became  progres- 
sively lower  with  increases  in  altitudes  above 
2500  feet  so  that  at  4500  feet  the  rate  became 
negligible  (.01)  and  at  5500  feet  and  above  it 
was  .00. 

Although  a few  identified  herds  of  cattle  at 
altitudes  above  4500  feet  had  been  fed  sizable 
quantities  of  feed  raised  in  the  parts  of  the  State 
where  cattle  had  high  annual  conversion  rates, 
only  a few  animals  in  these  herds  were  coccidi- 
oidin  reactors. 

Of  the  841  cattle  tested  with  histoplasmin,  11 
gave  positive  reactions,  but  all  were  also  coc- 
cidioidin  positive.  There  were  18  cattle  positive 
to  haplomycin  of  763  tested;  these  same  18  were 
also  coccidioidin  positive.  The  histoplasmin  and 
haplomycin  positive  reactions  were  found  in  cat- 
tle in  areas  of  high  endemicity  for  coccidioido- 
mycosis. 

DISCUSSION 

The  skin  test  surveys  on  humans  in  Arizona 
that  are  summarized  in  Figures  1 and  2 indicate 
that  the  number  of  infections  is  greater  in  south 
central  Arizona  than  in  the  northeast  part  of  the 
State.  Figures  7 and  8 on  the  cattle  test  data  in- 
dicate much  sharper  differences  of  infectivity  of 
the  various  areas  of  the  State.  The  similarity  of 
the  endemic  area  for  coccidioidomycosis  with 
the  Lower  Sonoran  Life  Zone  (a  climate  zone) 
has  already  been  discussed  (23-25).  Figure  9-13). 

The  Lower  Sonoran  Life  Zone  of  the  North- 
ern Hemisphere  has  high  January  and  July  tem- 
peratures and  rainfall  ranging  up  to  20  inches 
per  year.  The  evaluation  of  three  items  of  cli- 
mate in  combination,  the  average  January  tem- 
perature, the  average  July  temperature,  and  the 
average  annual  rainfall,  yields  a good  basis  for 
estimating  the  prevalence  of  coccidioidomycosis. 
The  July  mean  temperature  (not  maximum)  of 


areas  of  high  infectivity  is  above  80°  F.  Some 
infection  occurs  in  areas  with  July  mean  tem- 
peratures as  low  as  77°  F.  but  not  often  below 
this.  The  January  mean  temperature  is  above 
45°  F.  in  areas  of  high  infectivity.  Some  infec- 
tions occur  where  the  January  mean  tempera- 
ture is  as  low  as  35°  F.  but  not  often  below  this. 
The  annual  rainfall  is  about  5 to  20  inches  in 
the  more  obviously  endemic  areas.  As  rainfall 
becomes  progressively  less  than  5 inches,  infec- 
tivity of  the  area  drops.  Infections  do  not  occur 
in  areas  with  more  than  20  inches  unless  there 
are  particularly  high  temperatures  to  reduce 
precipitation  effectiveness. 

The  Lower  Sonoran  Life  Zone  in  Arizona 
reaches  its  coldest  limits  at  just  above  5000  feet 
altitude  in  most  parts  of  the  State.  However,  the 
upper  limits  of  the  zone  are  affected  somewhat 
by  the  latitude  and  the  general  slope  of  the  land. 
Table  2 reveals  the  gradual  drop  in  conversion 
rates  as  the  altitude  increases  above  2000  feet. 
The  areas  of  the  State  that  are  below  1000  feet 
have  high  January  and  July  temperatures,  but 
also  have  low  rainfall,  usually  averaging  less 
than  5 inches  per  year.  These  areas  appear  to 
be  too  dry  for  good  propagation  of  this  fungus. 

On  Figures  7 and  8 the  land  below  5000  feet 
altitude  along  the  Little  Colorado  River  be- 
tween Cameron  and  Joseph  City  is  indicated  as 
Lower  Sonoran.  This  was  classified  at  one  time 
as  Lower  Sonoran  (26)  but  later  was  dropped 
(27).  (Figure  10).  Since  the  only  positive  ani- 
mals found  in  Navajo  County  were  10  animals 
at  Joseph  City  (fed  locally-raised  feed),  we 
thought  it  best  to  indicate  the  difference  of 
opinion  on  the  extent  of  the  zone  in  this  area. 
No  tests  were  made  on  cattle  in  the  Grand  or 
Little  Colorado  Canyons;  consequently,  there 
were  no  positives  found  to  affect  Coconino 
County  data. 

Comparison  of  the  data  for  cattle  with  that 
for  human  beings  reveals  that  cattle  become  in- 
fected at  about  twice  the  rate  for  humans  living 
in  the  same  area.  A previous  Arizona  study  on 
man  revealed  the  tendency  for  the  prevalence 
of  positive  skin  test  reactions  to  level  off  after 
12  years  of  exposure  ( 17 ) . In  cattle  it  was  found 
that  after  6 years  of  exposure  there  was  also  a 
marked  leveling  off.  Because  of  this,  all  animals 
beyond  six  years  of  age  were  eliminated  from 


PREVALENCE  OF  COCCIDIOIDIN  SENSITIVITY  BY 
COUNTIES  IN  CATTLE  5 AND  6 YEARS  OF  AGE 


□ LIFE  ZONES  AT 
ALTITUDES  ABOVE 
THE  LOWER  SONORAN 


7^  LOWER  SONORAN  LIFE  ZONE 

ARIZONA 


A TOTAL  OF  1,736  CATTLE  WERE  TESTED  ON  RANCHES  SCATTERED  THROUGHOUT  EACH  COUNTY  AND 
ONLY  CATTLE  THAT  HAD  SPENT  THEIR  ENTIRE  LIFETIMES  ON  THE  RANCH  WHERE  BORN  WERE  TESTED. 
FOR  MOHAVE.  YAVAPAI,  AND  GILA  COUNTIES.  TWO  FIGURES  ARE  GIVEN.  ONE  IS  FOR  ALL  TESTS 
WITHIN  THE  LOWER  SONORAN  LIFE  ZONE.  THE  OTHER  FIGURE  IS  FOR  ALL  TESTS  ABOVE  THE  LOWER 
SONORAN  LIFE  ZONE.  ALL  THE  TESTS  IN  GREENLEE  COUNTY  WERE  IN  THE  LOWER  SONORAN  LIFE 
ZONE,  ALL  THE  TESTS  IN  COCONINO  COUNTY  WERE  IN  ZONES  ABOVE  THE  LOWER  SONORAN  LIFE 
ZONE  , 

Figure  8.  This  Map  When  Converted  to  Human  Use  Indicates  By  Counties  or  Parts  of  Counties  the  Percentage  of  a Human  Popula- 
tion Which  Would  be  Coccidioidin  Positive  After  Staying  Near  Their  First  Place  of  Arizona  Besidence  for  12  or  More  Years.  It  is 
Obvious  That  for  Both  Cattle  and  Persons  that  a Certain  Proportion  Revert  from  a Positive  back  to  a Negative  Coccidioidin  Reaction 
After  Several  Years. 
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Figure  9.  Endemic  Coccidioidomycosis  Areas  in  the  United  States 
as  Designated  by  Smith  (9)  in  1951.  (Reproduction  permission 
granted  by  California  Medicine.) 


this  study.  This  leveling  off  is  no  doubt  related 
to  the  reversions  of  positives  to  negatives.  The 
annual  conversion  rates  from  negative  to  posi- 
tive in  previous  study  (17)  on  humans  as  calcu- 
lated by  the  Manos  method  was  a little  less  than 


half  that  shown  for  the  cattle  in  this  study  using 
the  same  method  of  calculation. 

The  annual  rate  of  conversions  to  positives 
among  cattle  ( as  calculated  by  the  Manos  meth- 
od) (Figure  8 or  Table  1)  is  almost  identical  to 
that  found  in  skin  tests  of  persons  in  Maricopa, 
Pima  and  Pinal  Counties  ( 10,12,1.3)  during  the 
first  year  of  exposure.  Therefore  the  rates  given 
on  Figure  8 for  cattle  are  quite  indicative  of  the 
actual  percent  of  a susceptible  human  popula- 
tion that  becomes  infected  per  year  for  each 
county. 

Comparison  of  human  and  cattle  data  also  in- 
dicates that  the  prevalence  of  coccidioidin  sen- 
sitivity of  cattle  5 and  6 years  of  age  (Figure  7) 
is  about  the  same  as  that  found  when  persons 
with  12  years  or  more  of  exposure  in  the  endemic 
area  are  tested. 


T 
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Figure  10.  Lower  Sonoran  Life  Zone  in  the  United  States. 
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This  study  revealed  for  the  first  time  that  the 
low  altitude  areas  of  Yavapai,  and  Mohave  coun- 
ties and  additional  areas  of  Gila  county  are  en- 
demic for  coccidioidomycosis.  The  absence  of 
test  results  positive  only  to  histoplasmin  and 
haplomycin  indicated  that  all  reactions  to  these 
two  test  agents  were  cross  reactions  caused  by 
C.  immitis  infections  in  cattle.  Thus  it  is  believed 
that  the  cattle  tested  in  this  study  were  not  in- 
fected with  H.  capsulatiim  or  Haplosporangium 
parmim. 


• — i COtOflAOC  RIVEH  BASiN  RECREATIONAL  SijRVE’f 


Lift  ZONES 


Figure  II.  Life  Zones  of  the  Colorado  River  Basin.  (Reproduction 
permission  granted  by  U.  S.  Department  of  Inferior.) 

In  this  study  fomites  such  as  feeds  raised  in 
endemic  areas  did  not  appear  to  be  good  vehi- 
cles for  transmission  of  C.  immitis  to  cattle  fed 
these  feeds  in  non-endemic  areas. 

We  believe  this  study  has  served  as  an  exam- 
ple of  how  an  animal  with  a limited  home  range, 
that  also  acquires  an  infection  common  to  man. 


can  be  used  to  delineate  the  geographic  distri- 
bution of  the  infective  agent. 

SUMMARY 

From  various  areas  of  each  county  of  Arizona, 
11,643  home-raised  cattle  1-6  years  of  age  were 
coccidioidin  tested  and  2,859  (24.6%)  were 
found  to  be  positive.  Whereas  previous  human 
skin  test  surveys  have  given  only  indefinite  in- 
dications of  the  extent  of  the  endemic  areas,  this 
study  revealed  rather  definite  boundaries  and 
the  relative  infectivity  of  various  parts  of  the 
endemic  area  of  the  State.  The  endemic  areas 
were  found  to  be  practically  coterminous  with 


Figuri'  13.  Tho  Creosote  Bush.  This  is  the  Best  liulieator  Plant  of 
the  Lower  Sonoran  Lite  /one  in  Arizona. 
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the  Lower  Sonoran  Life  Zone. 


Some  low  altitude  areas  of  Gila,  Yavapai  and 
Mohave  counties  were  established  as  endemic 
areas  for  the  first  time  and  several  areas  of  the 
State  of  above  5500  feet  altitude  previously  in  a 
suspect  classification  were  found  to  be  non-in- 
fective  to  cattle. 


The  annual  conversion  rates  (Manos  method) 
for  cattle  were  found  to  be  almost  identical  with 
the  actual  human  infection  rates  per  year  in 
those  counties  where  this  relationship  was  stud- 
ied. The  annual  conversion  rates  of  home-raised 
cattle  to  a positive  coccidioidin  test  and  the  prev- 
alence rates  of  coccidioidin  sensitivity  by  coun- 
ties in  cattle  5 and  6 years  of  age  were  found  to 
be  fairly  accurate  predictors  of  human  incidence 
and  prevalence. 
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MATERNITY  HOSPITAL  CARE 

The  average  maternity  patient  today  makes  about  10  prenatal  visits  to  her 
physician,  stays  about  4.5  days  in  a hospital  at  delivery,  and  spends  $272  for  all 
hospital,  medical,  and  similar  services  used  during  her  pregnancy. 

— Health  Information  Foundation 


Vol.  18,  No.  7 


Arizona  Medicine 


195 


Emivan,  A Coccidioidal  Fungicide 

Robert  Cohen,  M.D. 


An  interesting  in  vitro  study  on  the  fungickM  properties  of  vanilUc  diethyla- 
mide. This  compound  may  prove  of  considerable  interest  and  benefit  to  the 
problem  of  disseminated  coccidioidomycosis.  Further  developments  should  be 
looked  for  and  clinical  research  encouraged  on  this  drug. 


EMIVAN,  vanillic  diethylamide,  has  been  re- 
ported as  a respiratory  stimulant.  The  vanillic 
radical  and  the  amide  radical  were  obvious  in 
two  drugs  previously  used  in  coecidioidal  infee- 
tions  sueh  as  ethyl  vanillate  and  stilbamidine 
whieh  I had  reported(l).  On  the  assumption 
that  this  new  drug  might  have  some  fungicidal 
properties  due  to  the  two  mentioned  radicals,  I 
decided  to  try  it  in  vitro  studies.  Because  Emi- 
van can  be  given  both  orally  and  intravenously 
in  doses  of  10  mgm  per  kilogram  body  weight 
and  its  toxicity  has  already  been  worked  out  by 
other  investigators(2),  it  would  make  an  ideal 
drug  to  test  for  this  fungicidal  property. 

Starting  with  2000  micrograms  per  milliliter, 
deereasing  concentrations  of  Emivan  were 
placed  in  Sabouraud’s  media.  They  were  plated 
with  loopsful  of  pus  from  a coccidioidal  abscess. 
The  controls  were  set  up  without  the  drug.  The 
petri  dishes  were  set  at  room  temperature  and 
read  after  the  fifth  day  and  every  day  thereafter 
for  three  weeks.  The  experiment  was  repeatetl 
many  times.  The  eontrols  grew  as  expected.  The 
fungicidal  power  was  repeatedly  shown  by  com- 
plete inhibition  of  colony  growth  at  400  micro- 


grams per  milliliter.  The  photograph  herein 
shows  this  charaeteristic. 

CONCLUSION 

Emivan  shows  definite  fungicidal  properties 
for  coecidioides  immits  and  completely  inhibits 
its  growth  at  400  micrograms  per  milliter. 

From  the  Departmexit  of  Pediatrics,  Kern  General  Hospital, 
Bakersfield,  California. 
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Ureteral  Obstruction 

Clarence  V.  Hodges,  M.D. 


A succinct  and  comprehensive  outline  of  the  causes  and  most  exepditious  treat- 
ment of  the  more  couimon  types  of  obstruction  of  the  ureter  - describing  opaque 
and  non-opaque  calculi,  tumors,  strictures,  traumatic  severance,  and  extrinsic 
pressure.  Several  excellent  illustrations  of  the  roentgeno graphic  findings  to  illus- 
trate the  conditions  listed  accompany  the  article.  ' 


IT  IS  A privilege  to  address  this  group  today 
and  a pleasure  to  diseuss  this  important  urologi- 
cal problem.  I should  like  to  limit  the  topic  of 
urinary  obstruction  to  a specific  locale,  namely 
the  ureter.  In  the  time  available,  it  will  not  be 
possible  to  discuss  all  causes  of  ureteral  ob- 
struction but  I should  like  to  dwell  on  four;  I. 
Obstruction  from  stone;  II.  Obstruction  from  in- 
trinsic tumors;  III.  Obstruction  from  strictures; 
and  IV.  Obstruction  secondary  to  extrinsic 
pressure.  I should  like  to  enlarge  upon  some  of 
our  experiences  in  diagnosis,  particularly  with 
reference  to  techniques  which  increase  our  diag- 
nostic accuracy  or  which  allow  us  to  reach  a 
diagnosis  sooner.  In  the  third  category,  that  of 
obsti  notion  from  strictures,  I should  like  to  sug- 
gest two  novel  methods  of  surgical  treatment, 
departures  from  the  classic  techniques,  which 
appeal  to  me  by  reason  of  their  timehness  and 
basic  logic. 


areas  and  the  differentiation  of  stone  from  tumor. 

Column  of  contrast  material:  Often  when  we 
have  been  unable  to  visualize  a calcific  density 
in  the  path  of  the  ureter,  our  attention  is  called 
in  the  excretory  pyelogram  to  a column  of  con- 
trast material  which  extends  from  the  kidney 
down  a slightly  dilated  ureter  (fig.  I).  Succes- 
sive films  continue  to  show  this  column  of  con- 
trast material,  always  ending  at  the  same  spot 
or  with  a definite  decrease  in  ureteral  caliber 
below  this  point.  If  the  story  is  otherwise  typical 
of  ureteral  calculus,  we  have  strong  reason  to 
believe  we  are  visualizing  the  site  of  the  obstruc- 
tion and  have  indirect  evidence  that  there  is 
indeed  a calculus  present.  We  must  bear  in 
mind,  of  course,  that  any  obstruction  will  give 
the  same  sort  of  ureterogram  and  must  depend 
upon  other  means  to  differentiate  these  various 
causes. 


I.  OBSTRUCTION  FROM  STONES 
The  ordinary  ureteral  stone  presents  no  serious 
problems.  The  symptoms  are  straightforward. 
Pain  in  the  costovertebral  angle,  with  radiation 
around  and  down  in  classic  fashion,  is  colicy  and 
periodic  in  nature  and  accompanied  by  gross 
hematuria.  The  x-ray  in  80  to  90%  of  patients 
will  show  a calcific  density  lying  within  the 
suspected  region  of  the  ureter  and  the  diagnosis 
is  evident.  Unusual  problems  are  presented  by 
non-opaque  stones,  stones  which  overlie  skeletal 


Address  given  at  the  Veterans  Administration  Host 
Arizona,  February  3,  1960.  * 

Professor  of  Surgery  and  Head,  Division  of  Urol 
sity  of  Oregon  Medical  School,  Portland,  Oregon. 


Tucson, 

Univer- 


Use  of  oblique  films:  W e are  sometimes  con- 
cerned with  identification  of  a calcific  density 
and  would  like  to  know  whether  it  lies  within 
or  outside  the  ureteral  lumen.  Conventional  an- 
terior-posterior x-ray  projections  will  frequently 
laise  the  problem  by  showing  a calcific  density 
resembling  a ureteral  stone  and  projecting  it  over 
the  path  of  the  ureter.  The  use  of  either  the 
right  or  left  posterior  oblique  projection  or  both 
will  settle  the  question  by  showing  whether  the 
density  stays  with  the  ureter  or  tends  to  be 
thrown  clearly  away  from  its  path  (fig.  2,3).  At 
our  institution,  right  and  left  posterior  oblique 
films  are  a routine  sequence  at  the  15-minute 
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interval  following  injection  of  contrast  material. 

Use  of  delayed  x-rays:  Occasionally  an  intra- 
venous urogram  will  show  lack  of  visualization 
of  the  kidnev'  and  ureter  on  the  suspected  side 
in  the  conventional  series  of  x-rays.  The  alert 
physician  will  request  his  roentgenologist  to  take 
2,  4,  and  8 hour  delayed  films.  Frequently,  such 
delayed  films  wall  clearly  show  concentration  of 
contrast  material  in  the  pelvis  and  in  the  ureter 
down  to  the  site  of  obstruction,  (fig.  4,5)  Cone- 
down  films  over  this  area  or  retrograde  studies 
may  then  indicate  the  nature  of  the  obstruction. 


Figure  2:  A-P  x-ray  shows  calculus  apparently  lying  in  path 
of  left  ureter  with  left  ureteral  catheter  impinging  on  its  infero- 
niedial  surface. 


Figure  1:  Column  of  contrast  material  extends  from  the  kidney 
down  to  point  of  obstruction  (calculus)  in  lower  right  ureter. 


II.  OBSTRUCTION  FROM  URETERAL 
TUMORS 

Primary  ureteral  tumors  are  rare;  they  occur 
just  frequently  enough  to  cause  confusion  in 
diagnosis.  The  onset  is  insidious  and  marked 
only  by  gross  or  microscopic  hematuria.  Fre- 
quently they  may  be  hard  to  demonstrate  even 
though  the  examiner  is  alert  to  the  possibility 
of  their  presence.  In  the  accompanying  illustra- 
tive case  (fig.  6)  hematuria  occurred  for  one 
year  before  repeated  attempts  at  ureterograms, 
knowing  which  side  was  involved,  demonstrated 
a small  primary  ureteral  tumor.  Our  suspicions 
were  heightened  in  this  case  by  the  presence  of 


Figure  3;  Right  posterior  oblique  projection  throws  sluidow  ot 
supposed  calculus  far  to  the  right,  thus  ruhug  it  out  as  = 
ureteral  calculus. 
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Figure  6:  Primary  carcinoma  of  left  ureter.  Surgical  specimen 
superimposed  on  x-ray.  Note  smooth  rounded  defect  in  uretero- 
gram at  tip  of  ureteral  catheter. 


Figure  5;  X-ray  made  three  hours  after  injection  of  contract 
material  for  excretory  urogram  and  before  any  retrograde  injec- 
tion of  contrast  material.  Right  pelvio-calyceal  outline  is  clearly 
seen  and  column  of  contrast  material  extends  to  point  of  ob- 
struction just  below  uretero-pelvic  junction. 


Figure  7;  Retrograde  ureterogram  shows  extravasation  of  con- 
trast material  at  site  of  ureteral  injury. 


VoJ.  18,  No.  7 


Arizona  Medicine 


199 


a papillary  tumor  in  the  bladder  five  years  pre- 
\ioiislv.  Roentgenographic  visualization  of  the 
entire  ureter  is  necessary  to  rule  out  a ureteral 
tumor.  Filling  defects  in  the  ureterogram  are 
caused  by  tumor,  stone,  cyst  or  air  bubbles  in- 
troduced at  ureterography.  If  a filling  defect  is 
consistently  present,  differentiation  narrows 
down  to  tumor  or  stone.  The  final  diagnosis  may 
be  made  only  when  the  ureter  is  exposed  at 
surgery. 

III.  OBSTRUCTION  FROM  URETERAL 
STRICTURE 

Ureteral  stricture  results  most  often  from  in- 
jury to  the  ureter  by  surgical  violation  of  its  in- 
tegrity during  the  course  of  abdominal  or  pelvic 
surgery.  Ideally,  such  injuries  are  recognized  as 
soon  as  they  occur  and  a definitive  repair  carried 
out.  Often,  however,  it  is  not  until  symptoms 
occur  in  the  postoperative  period  that  the  oc- 
currence of  a ureteral  injury  is  suspected.  The 
symptoms  are  often  non-specific,  malaise  and 
poorly  localized  discomfort,  until  the  appear- 
ance of  an  abdominal  or  vaginal  urinary  fistula. 
Once  ureteral  injury  is  suspected,  the  diagnosis 
is  readily  made  by  retrograde  ureterography 
(fig-V). 

Ureteral  repair  may  be  carried  out  in  a num- 
ber of  ways,  (table  I)  Deligation  is  the  proce- 
dure of  choice  if  the  integrity  of  the  ureter  has 
not  been  compromised.  Discovery  of  ureteral 
occlusion  in  the  immediate  post-operative  period 
indicates  the  necessity  for  re-opening  the  abdo- 
men as  soon  as  possible,  and  repairing  the  ureter. 
However,  if  the  injury  is  not  discovered  until 
there  is  considerable  inflammatory  reaction 
around  the  site  of  injury  or  if  an  abscess  has 
formed,  it  will  be  wiser  to  divert  the  urine  by 
nephrostomy  and  postpone  definitive  repair  un- 
til after  the  inflammatory  reaction  has  subsided. 

End-to-end  direct  anastomosis  of  the  spatu- 
lated  proximal  and  distal  segments  of  the  ureter 
will  be  employed  if  the  injury  is  discovered  at 
the  time  of  initial  surgery  or  in  the  early  postop- 
erative period.  In  the  majority  of  cases,  this  will 
result  in  a good  repair  with  no  stricturing  of 
clinical  consequence.  An  occasional  case  in 
which  injury  is  discovered  after  stricture,  with 
or  without  urinary  fistula,  has  occurred,  impels 
us  to  consider  other  methods  for  restoring  a nor- 
mal ureteral  lumen. 

Ureteroncocystostoimj  involves  reimplantation 


Figure  9;  Lateral  x-ray  alter  retrograde  injeetion  of  simi.'.  ti.ei. 
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of  the  ureter  into  the  bladder.  As  an  illustrative 
case,  a 19-year-old  girl  sustained  a gunshot 
wound,  the  missile  entering  the  right  lower 
quadrant  just  above  the  symphysis  pubis  and 
making  its  exit  through  the  right  buttock.  At 
laparotomy,  the  cecum  and  small  bowel  were  re- 
paired and  the  bleeding  right  uterine  artery 
was  ligated.  Injury  of  the  right  lower  ureter  was 
not  recognized.  A ureteral  stricture  developed 
in  this  area  and  urine  continued  to  drain  from 
the  fistulous  opening  in  the  right  buttock.  Figure 
8,  an  excretory  urogram,  shows  the  right  hy- 
dronephrosis and  hydroureter  above  the  site  of 
stricture.  Figure  9,  a retrograde  injection  of  the 
fistula  in  the  right  buttock,  shows  the  fistulous 
cavity  and  its  communication  with  the  right 
ureter.  At  laparotomy,  six  weeks  after  the  initial 
injury,  the  ureter  was  transected  above  the  fis- 
tulous cavity  and  reimplanted  into  the  bladder 
wall  near  the  fundus  of  the  bladder,  employing 
an  oblique  tunnel  through  the  bladder  wall  and 
spatulation  of  the  ureteral  orifice.  A successful 
result  is  seen  in  the  excretory  urogram  (fig  10) 
taken  six  months  after  the  final  surgery. 

The  precding  case  might  have  been  handled 
by  forming  a tube  from  a flap  of  bladder  wall 
to  extend  upward  to  the  proximal  end  of  the 
mobilized  ureter.  In  our  experience,  however, 
this  technique  has  been  accompanied  too  fre- 
quently by  a stricture  at  the  uretero- vesical  tube 
flap  anastomosis. 

I should  like  to  recommend  to  you  a method 
that  is  neither  widely  known  nor  used,  that  of 
transuretero-ureterosfomy.  The  technique  in- 
volves transecting  the  injured  ureter  above  the 
site  of  injury  and  mobilizing  it  proximally  so 
that  it  can  be  carried  across  through  a retro- 
peritoneal tunnel  to  be  anastomosed,  end-to- 
side,  into  the  normal  opposite  ureter.  Obviously, 
the  kidney,  ureter  and  uretero-vesical  valve  ap- 
paratus on  the  “good”  side  must  be  perfectly 
normal.  At  first  thought,  one  hesitates  to  jeop- 
ardize a normal  ureter  because  of  fear  that  it 
too  may  be  strictured  through  some  mishap  at 
the  anastomotic  site.  In  our  series  of  eleven 
cases,  this  misfortune  has  not  been  encountered. 
Ten  of  eleven  cases  may  be  classed  as  excellent 
results  in  every  way.  In  the  eleventh  case,  the 
transplanted  ureter  pulled  free  from  the  anasto- 
motic side,  apparently  due  to  tension,  but  the 
normal  ureter  closed  without  incident  and  with- 
out stricture.  An  illustrative  postoperative  retro- 


Figure  10:  Excretory  urogram,  1.5-miniite  film,  6 months  post- 
operative. 


Figure  11:  Retrograde  uretero-pyelogram,  3 j'ears  after  tran- 
suretroureterostomy. 
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grade  iireteropyelogram  from  an  early  case  is 
shown  in  figure  11. 

Isolated  ileal  segments  have  been  used  to  re- 
place one  or  both  ureters,  partially  or  complete- 
ly. This  procedure  is  particularly  appropriate 
where  both  ureters  have  been  extensively  dam- 
aged or  where  through  long-standing  obstruction 
or  neuromuscular  dyskinesia,  ureters  have  lost 
normal  peristaltic  function.  This  procedure  is 
extensive  and  time  consuming;  it  has  been  very 
satisfactory  in  our  experience  in  the  patient  with 
good  renal  functioin,  but  should  not  be  attempt- 
ed in  the  patient  with  hopelessly  compromised 
kidneys;  his  renal  reserve  may  not  be  sufficient 
to  carry  him  through  the  stresses  of  the  long  op- 
eration and  the  possible  complications  of  the 
postoperative  period. 

Table  1 

Treatment  of  Ureteral  Injury 

1.  Deligation 

a)  Early 

b)  Delayed 

2.  Nephrostomy  — good  temporary  measure. 

3.  Ureterostomy-in-situ  — good  temporary  meas- 

ure. 

4.  Ureteral  re-anastomosis. 

5.  Ureteral  re-implantation  into  bladder. 

6.  Bladder  tube  flap  (Boari-Ockerblad). 

7.  Trans-uretero-ureterostomy. 

8.  Ileal  substitution  and  diversion. 

IV.  URETERAL  OBSTRUCTION  FROM 
EXTRINSIC  MASSES 

Periureteral  tumor  is  the  most  common  cause 
of  obstruction;  of  these  tumors,  carcinoma  of 
the  cervix  is  most  frequently  seen.  A persistently 
recurring  problem  is  whether  or  not  urinary  di- 
version is  indicated  for  the  patient  whose  ureters 
are  blocked  by  infiltrating  tumor  masses.  I be- 
lieve that  nephrostomies,  or  other  forms  of  di- 
version, are  not  indicated  in  the  patient  whose 
ureters  are  obstructed  if  there  is  no  hope  of  cur- 
ing the  primary  disease.  Death  from  uremia  is 
to  be  preferred  to  a miserable  extension  of  the 
patient’s  suffering  by  urinary  diversion. 

In  males,  prostatic  cancer  will  commonly  ob- 
struct the  terminal  portions  of  the  ureters  with 
encroachment  of  such  a tumor  at  the  junction 


of  the  middle  and  lower  thirds  of  the  left  ureter. 
Anti-androgen  therapy  will  frequently  relieve 
such  obstruction  for  long  periods  of  time. 

A rather  special  instance  is  that  of  ureteral 
obstruction  from  metastases  of  testicular  cancer. 
Lymphatic  drainage  of  the  testes  is  such  that 
there  is  a confluence  of  lymph  channels  around 
the  hilum  of  the  left  kidney.  Figure  13  shows  the 
left  kidney  and  upper  ureter  pushed  laterally  by 
a mass  resulting  from  metastases  of  a seminoma 
of  the  testis.  Upon  irradiation  of  this  region 
there  is  a surprising  resumption  of  normal 
structure  and  function  ( fig.  14 ) 

As  a final  suggestion,  extensive  damage  to  the 
upper  portion  of  the  ureter  may  indicate  the 
desirability  of  transplanting  the  kidney  to  a 
more  favorable  location.  Clinical  application  of 
this  method  has  not  yet  been  reported.  In  the 
reported  cases  of  transplantation  of  the  kidney 
between  identical  twins  and  in  our  own  recent 
successful  experience  with  this  procedure,  the 
concept  has  grown  that  it  would  be  quite  feas- 
ible to  obviate  a long  portion  of  injured  ureter 
by  transplanting  the  kidney  into  the  iliac  fossa. 
The  upper  ureter  could  be  re-anastomosed  to 
the  lower  intact  ureteral  segment  or  be  implant- 
ed directly  into  the  bladder.  This  procedure  in 
dogs  is  one  of  the  standard  exercises  for  devel- 
oping facility  in  kidney  transplants  and  has  been 
done  successfully  many  times.  It  is  possible  to 
obtain  a normally  functioning  kidney  with  an 
excellent  ureteral  attachment  to  the  bladder.  We 
hope  to  apply  this  principle  in  the  human  pa- 
tient when  the  proper  clinical  situation  is  at 
hand. 


CONCLUSION 

It  is  apparent  that  a large  repertoire  of  diag- 
nostic and  therapeutic  endeavors  is  available  to 
meet  the  problems  of  ureteral  obstruction.  The 
basic  consideration  is  preservation  of  renal  in- 
tegrity. Selection  of  the  proper  method  requires 
a background  of  familiarity  with  the  possible 
alternative  choices. 
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But  August  goes  Septejuber  one  better  and  has 
31  days.  And  that  brings  us  to  our  point  of 
interest  and  discussion. 

When  we  originally  set  up  Doctor  Courtesy 
Groups,  we  established  different  dates  for  different 
groups.  However,  now  all  Doctor  Courtesy 
Grouj)S  will  be  opened  so  that  you  or  any  members 
of  your  staff  may  enroll  in  the  plan  at  this  time. 
Annually,  each  ensuing  year  your  group  will  be 
reopened  on  tins  identical  basis.  Of  course,  new 
employees  may  enroll  at  tbe  time  of  their 
employment.  The  effective  date  will  be  September 
(either  the  first  or  the  fifteenth).  By  setting  up  one 
month  out  of  each  year,  we  will  be  able  to  process 
and  serve  eacb  Doctor  Courtesy  Group  more 
effectively  and  certainly  more  quickly.  Our 
improved  procedures  lend  themselves  most  readily 
to  this  situation. 


If  there  is  a point  on  which  you  desire  clarifica- 
tion, please  contact  our  Enrollment  Department 
immediately.  The  address  is 

Box  7115,  Phoenix  11,  Arizona; 
telephone  number.  CRestwood  7-4451. 


For  Sepfember  Igf  Effective  Date.  Appg  Must  Be  In  By  August  15th. 

15th  " •*  ■■  3igf. 

working  with  the  Arizona  Community  of  Doctors. 
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PRO-BANTHINE  PA 

(BRAND  OF  PROPANTHELINE  BROMIDE) 

PIROLONGED-ACTING  TABLETS  30mg. 

PROVIDES  YOU  WITH  THE  RECOGNIZED 
EFFECTIVENESS  OF  PRO-BANTHInE® 

PLUS  THE  CONVENIENCE  AND  SUSTAINED 
ACTION  OF  PROLONGED-ACTING  MEDICATION. 


Suggested  Dosage— One  tablet  B. I.D.  is  usually  effective 

G.D.  S EARLE  & Co. 

Chicago  80,  Illinois 

Research  in  the  Service  of  Medicine 
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Medical  Society  of  the  United  States  and  Mexico 


Annual  Meeting -1961 


The  Medical  Society  of  the  United  States  and 
Mexico  plans  to  hold  its  next  meeting  in  Her- 
mosillo,  Sonora,  Mexico.  The  dates  have  been 
fixed  at  December  6,  7 and  8,  1961.  Dr.  Carlos 
Tapia,  one  of  our  founder  members  and  always 
one  of  our  most  active  collaborators,  will  be  our 
host.  Dr.  Tapia  is  currently  President  of  the  So- 
nora State  Medical  Society.  He  has  forwarded  us 
a tentative  program  as  follows : 

December  6,  Wednesday 
9:00-11:00  A.M.  — Registration 

11:00-  1:30  P.M.  — Scientific  program 
1:30  - on  — Buffet  with  the  Ladies, 

free  afternoon  and  get 
together  in  private  homes 

December  7,  Thursday 
9:30-  1:30  P.M.  — Scientific  program 

Trip  to  Kino  Bay  (for  the 
Ladies  only) 

1:30  - on  — Dinner  with  the  Ladies, 

free  afternoon.  Exhibi- 
tion of  Native  costumes 

December  8,  Friday 
9:30-12:00  P.M.  — Scientific  program 

12:00-  1:30  P.M.  — Business  session 

President’s  address 

2:30  P.M.  — Governor’s  banquet  with 

the  Ladies 

9:30  P.M.  - Dance 

Hermosillo,  as  niany  of  our  members  know, 
is  a clean,  modern,  small  city,  the  capital  of  the 
State  of  Sonora.  It  has  excellent  lodging  facili- 
ties. Eighty  miles  farther  south  is  the  port  of 
Guaymas,  a favorite  fishing  resort  in  the  Gulf 
of  California. 

The  scientific  papers  have  not  been  secured, 
and  if  any  of  our  members  wish  to  assist  us  by 
suggesting  speakers  they  are  requested  to  com- 


municate with  the  Secretary  of  the  Society,  Dr. 
M.  A.  Carreras,  at  130  S.  Scott,  Tucson,  Arizona. 

The  Executive  Committee  of  our  Society  has 
suggested  and  endorsed  a plan  at  remedying 
some  of  the  difficulties  that  have  arisen  from  the 
inception  of  the  ECEMG  examination.  This  plan 
has  been  endorsed  by  our  Mexican  colleagues 
and  has  been  offiically  supported  by  the  Dean 
of  the  Medical  School  of  the  University  of  Gua- 
dalajara, Dr.  E.  Gonzalez  Murguia.  Dr.  Gon- 
zalez has  also  undertaken  to  propose  their  plan 
for  endorsement  of  the  Association  of  Deans  and 
Faculties  of  Mexican  Medical  Schools  which 
met  in  the  month  of  May.  At  this  writing  no 
word  has  been  received  about  their  action. 

The  plan  consists  in  allowing  graduates  of 
Mexican  Medical  Schools,  who  have  not  taken 
the  EGFMG  examination  to  occupy  positions  in 
U.S.  Hospitals  in  a special  probationary  category 
comparable  to  clerical  clerks  or  observers  for  an 
arbitrary  period  of  six  months.  During  that  time 
such  clerks  would  be  entrusted  with  very  limited 
responsibility  in  patient  care,  but  would  be  giv- 
en an  intensive  course  in  the  English  language, 
as  well  as  a series  of  lectures  on  medical  topics, 
supervised  clinical  tasks  such  as  history  taking 
and  physical  examinations,  assistance  at  opera- 
tions, etc.  At  the  completion  of  such  a period  of 
probationary  training  the  clerk  would  be  expect- 
ed to  take  the  EGFMG  examination,  the  success- 
ful completion  of  which  would  obligate  him  to 
serve  the  hospital  that  trained  him,  for  a period 
of  no  less  than  double  the  length  of  time  he  spent 
in  his  training,  as  a full  fledged  intern  or  resident. 
We  firmly  believe  that  this  plan,  in  principle, 
has  merit  though  details  of  implementation 
would  have  to  be  worked  out  by  the  Education- 
al Gouncil  itself. 


Juan  E.  Fonseca,  M.D. 
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FOLLOW-UP 


-far 


. . . time  after  time,  Patrician  “200”  guarantees 
x-ray  exposures  exactly  as  you  dial  them 


In  periodic  patient  follow-up,  you  really 
come  to  appreciate  the  meaning  of  “True-to- 
Dial”  accuracy  with  the  G-E  Patrician  “200” 
combination.  Film  comparison  is  easier  be- 
cause of  guaranteed  consistent  x-ray  output. 
Performance  holds  predictably  from  range 
to  range  . . . even  from  one  G-E  unit  to 
another!  And  ivith  it  you  get  so  many  more 
Patrician  features:  fidl-size  81"  tilting  table 
. . . independent  tubestand  . . . counterbal- 
anced, not  counterpoised,  fluoroscopic  screen 
or  spot-fdm  device  . . . radiation  confined  to 
screen  area  by  automatic  shutter  limiting 


device . . . economy  of  purchase  and  operation. 
You  can  rent  the  Patrieian.  G-E  Maxiserv- 
ice® plan  provides  an  attractive  alternative 
to  outright  purchase.  Included,  for  a con- 
venient monthly  fee,  are  installation,  mainte- 
nance, parts,  tubes,  insurance,  local  taxes. 
Contact  your  G-E  x-ray  representative  listed 
below  for  details. 


Tigress  Is  Our  Most  Important  ’hodvet 

GENERAL^ELECTRIC 
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Mw—From  the  makers  of 
Meischmaniks  Margarine  comes  the... 


^ Wonderful  for  sodium-restricted  diets— 10  mgs. 
of  sodium  per  100  grams! 

Contains  liquid  corn  oil  and  partially 
hydrogenated  corn  oil! 

Delicious  flavor  like  the  sweet,  high-price  spread! 
Fresh-Frozen— available  only  in  grocers’  frozen  food  cases! 

Now,  Fleischmann’s  announces  a 
new  unsalted  margarine  for  patients 
on  low-sodium  diets,  and  for  those 
who  simply  prefer  the  sweet  taste  of 
an  unsalted  spread.  It’s  new  Fleisch- 
mann’s Sweet  (Unsalted)  Margarine,  made 
from  100%  corn  oil.  This  new  margarine  has  a 
linoleic  acid  content  higher  than  any  other 
margarine  available  at  grocery  stores  . . . and 
ten  times  higher  than  the  high-price  spread. 

Thirty  percent  (30%)  of  the  fat  in  Fleisch- 
mann’s is  polyunsaturated. 

Smooth,  Fresh  Flavor  Preserved 
By  Exclusive  Fresh-Frozen  Process 

This  new  unsalted  margarine  has  a light,  fresh 
flavor  your  patients  will  find  delicious.  And 
because  it  contains  no  salt  or  other  preserva- 
tives, it’s  Fresh-Frozen  for  flavor  protection. 

Your  patients  can  be  sm-e  it’s  always  fresh  and 
pure. 

Although  this  new  margarine  is  Fresh- 
Frozen,  the  quarter  in  use  may  be  kept  in  the 
refrigerator  as  any  other  spread.  The  remain- 
ing quarters  should  be  stored  in  the  freezer. 

By  the  Makers  of  Fleischmonn's  Yeast 

Fleischmann’s  sweet (vnsalted) margarine 

. Made  from  100%  CORN  OIL 


For  Patients 
On  Sodium-Restricted  Diets 

If  your  patients  need  sodium  restriction,  rec- 
ommend delicious  new  Fleischmann’s  Sweet 
(Unsalted)  Margarine.  It’s  ideal  as  a table 
spread  and  for  cooking.  It  comes  in  a bright 
green  foil  package  and  is  found  in  the  grocer’s 
frozen  food  case.  Remember  Fleischmann’s  is 
the  first  and  only  unsalted  margarine  made 
from  100%  corn  oil. 


Vol  IS,  No.  7 


Arizona  Medicine 


31A 


The  President's  Page 


Address  Presented  To 
The  Womens’  Auxiliary 

April  27,  1961 

Leslie  B.  Smith,  M.D. 


It  is  indeed  a very 
honored  opportunity 
to  have  you,  the  back- 
bone and  guiding  in- 
fluence of  the  medi- 
cal profession  as  a 
captive  audience  for 
the  next  few  minutes. 

I will  not  steal  your 
time,  except  as  allot- 
ted, even  though  I 
would  prefer  a much 
longer  period  with 
you.  Without  censure, 
may  I propose  that 
yours  is  yours,  or  so 
it  was  yesterday.  But  how  about  Tomorrow? 

You,  the  wives  of  the  guardians  of  the  health 
of  the  people  have  always  played  a vital  part  in 
the  fulfillment  of  the  purposes  of  medicine.  This 
is  exemplified  by  your  activities  and  programs. 
We  are  all  indebted  to  you  and  most  appreciate 
your  fulfillment  of  your  obligations.  To  mention 
a few  of  your  accomplishments  — ( 1 ) Nurses 
Loan  Fund,  (2)  Health  Careers,  (3)  AMEF, 
and  many  others.  Also,  each  of  you  participate 
in  the  broad  activities  of  your  county  auxiliary. 

We  are  most  grateful  for  your  cooperation  and 
advice  in  the  actual  staging  of  our  annual  meet- 
ings; this  year  for  your  hospitality  room,  the 
hobby  show,  and  especially  for  the  money  tree. 
These  are  ingenious  contributions.  Thanks  a lot. 

However,  in  spite  of  all  your  efforts  and  ac- 


complishments, there  are  other  burdens  which 
should  be  added  to  your  seemingly  full  sched- 
ules. These  I will  try  to  elucidate  briefly.  You 
are  potent  partners  of  the  Medical  Profession, 
and  as  such,  your  responsibilities  are  indispen- 
sable. 

No  jokes  today.  I am  not  a comedian.  Besides, 
there  is  little  time  for  the  frivolous.  These  are 
serious  times,  even  more  so  than  we  have  been 
taught  to  expect  as  our  heritage. 

Today,  my  remarks  will  relate  to  politics.  I do 
not  mean  partisan  party  politics,  but  as  it  relates 
to  government.  Why  should  politics  be  injected 
into  a medical  meeting  such  as  this?  It  is  axio- 
matic that  the  health  of  the  people  cannot  be 
separated  from  their  political  existence.  When- 
ever government  threatens  to  change  the  health 
and  welfare,  medicine  must  be  vitally  con- 
cerned. Senator  Kerr  says,  “You  doctors  can  keep 
out  of  politics,  but  you  cannot  keep  politics  out 
of  your  business.” 

Our  very  existence  as  free  people  is  threatened 
to  extinction,  not  only  as  the  doctor-team,  but  as 
citizens.  The  destructive  forces  come  from  with- 
out our  boundaries  and  from  within. 

Khrushchev  has  stated  that  your  grandchildren 
will  live  under  communism.  He  has  also  said 
that  “your  country  (USA)  is  becoming  so  so- 
cialistic that  within  15  years  there  no  longer  will 
be  a basis  of  conflict  between  our  two  countries.” 
This  is  the  threat  from  beyond. 

Today,  we  must  seriously  be  concerned  with 
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the  ominous  advance  of  socialism,  which  will 
demolish  our  freedom.  We  are  now  faced  with 
the  enactment  of  legislation,  the  King-Anderson 
bill,  which  would  socialize  a segment  of  medi- 
cine. This  Forand  type  legislation  is  recognized 
by  non-medical  political  analysts  as  the  major 
necessary  step  before  all  phases  of  medicine 
would  fall  to  the  proponents  of  centralized  dic- 
tatorial government  admnistered  by  the  “New 
Class”  of  aristocracy.  When  medicine  becomes 
socialized,  the  completion  of  a socialist  state  be- 
comes immanent.  This  is  where  we  must  be  con- 
cerned, not  wholly  for  selfish  reasons,  but  for 
the  equanimity  of  all. 

I need  not,  and  time  does  not  allow  that  I en- 
large on  the  humbling  effect  of  the  Cuban  fiasco 
or  how  it  has  lessened  the  stature  and  prestige 
of  what  we  thought  to  be  our  peerless  country, 
or  how  some  of  our  friendly  countries  have  cried 
out  that  it  is  the  most  degrading  thing  which  has 
ever  happened  to  the  United  States.  However, 
these  recent  happenings,  when  added  to  that 
which  has  already  transpired,  does  force  the 
question:  How  could  this  happen  to  such  a great 
nation  which  was  assumed  to  be  composed  of 
strong,  free,  altruistic,  educated  people,  during 
a time  of  abundance? 

The  answer  is  that  our  people  are  sick.  They 
are  suffering  from  a social  disease  of  atrophy  of 
the  moral-individuality.  It  is  paradoxical  to  state 
that  this  is  a deficiency  disease  in  the  land  of 
plenty.  We  find  that  the  citizens  too  frequently 
partake  of  abundant  goodies  and  have  neglected 
to  balance  their  intellectual  diet  with  facts.  Dur- 
ing this  battle  of  political  ideologies,  the  public 
has  consumed,  by  forced  feeding,  a bunch  of 
fallacious  facts  and  even  lies,  honeyed-up  by  the 
social  planners  whose  prime  purpose  is  the  weak- 
ening of  everyone’s  moral  fiber  to  create  for 
themselves  a nation  of  atrophied  puppets. 

A Democratic  nation  or  a Republican  govern- 
ment such  as  ours  can  be  no  stronger  than  its 
people. 

It  is  indeed  fortunate  that  the  deficiency  dis- 
ease from  which  we  suffer  is  reversible  by  a 
balanced  diet  and  specific  medication.  Yes,  we 
have  a specifie  potion,  which  if  given  in  proper 
dosage  will  neutralize  the  overdose  of  venom 
which  has  been  foisted  upon  us.  This  specific 
remedy  is  TRUTH.  If  the  people  know  the  truth, 
with  its  supporting  facts,  the  direction  of  mis- 
guidance will  change  and  take  the  road  which 


will  continue  the  freedoms. 

We  can  furnish  the  cure  if  we  will  add  action 
to  our  sincere  objectives.  These  objectives  em- 
brace the  preservation  and  advancement  of  the 
health  of  all. 

First,  we  must  be  sure  that  we,  ourselves, 
know  the  facts.  Then  we  must  impart  these  es- 
sentials to  all  those  whom  we  desire  to  befriend. 
Also,  we  must  make  a specifie  effort  to  express 
our  conviction  to  those  who  represent  us  in  go\'- 
ernment  and  encourage  others  to  do  likewise. 
This  we  can  and  must  do.  Senator  Kerr  recently 
told  the  medieal  profession  that  “unless  you  do 
this,  be  prepared  to  suffer  the  consequences.” 

Time  is  running  short,  and  we  must  act  now. 
Speaking  of  time  running  short  — so  is  mine. 
This  public  educational  program  is  one  in  which 
we  hope  you  will  participate. 

Now,  to  be  more  specific  about  the  immediate 
issues.  The  Forand  Type  legislation  now  before 
the  Congress,  H.R.  4222  which  is  the  King-An- 
derson bill  and  the  administration’s  alleged  bill 
for  the  medical  care  for  the  aged,  is  truly  soeial- 
ized  medicine  because  it  has  been  so  recognized 
by  the  Socialist  Party  and  others. 

Your  husbands  find  themselves  in  an  almost 
defenseless  position.  Their  time  is  almost  com- 
pletely occupied  by  their  first  obligation,  the 
care  of  the  sick.  They  have  little  time  left  over 
to  protect  the  freedoms  of  those  whom  they  love, 
which  is  not  only  you,  but  all  of  their  charges. 
They  cannot  forsake  the  care  of  the  sick  because 
to  do  so  would  draw  down  the  wrath  of  those 
who  choose  to  villify  the  medical  profession. 
While  the  doetors  are  fully  occupied  with  their 
dedieated  care  of  the  masses,  there  are  those 
who,  with  duplicity  and  herculean  effort,  seize 
upon  this  point  of  vulnerability  to  degrade  the 
selfless  physician.  You  can  compensate  to  a large 
extent  this  time  deficiency. 

In  Chicago  recently  I heard  Mr.  Roger  Flem- 
ing, Secretary-Treasurer  of  the  American  Farm 
Rureau  Federation,  give  an  excellent  presenta- 
tion on  the  socialistic  advances  in  this  country 
of  ours.  He  stated  that  in  his  position  and  office 
in  W^ashington,  D.  C.,  everyone  expected  him  to 
know  all  the  answers.  He  related  that  he  is  fre- 
quently asked  how  this  race  with  soeialism  will 
come  out.  His  remarks  were  very  enjoyable  to 
me  and,  I think,  appropriate  for  all  of  us.  He 
said,  I tell  my  friends,  T do  not  know  how  the 
raee  will  end  because  I am  only  a jockey.  If  vou 
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want  to  know  who  will  win,  you  will  have  to 
ask  a bookie.  I am  only  a jockey  but,  as  a jockey, 
I am  giving  my  horse  the  best  ride  I know  how. 
In  fact,  I am  riding  Hell  out  of  him.’  ” In  this 
race  — our  race  — we  must  give  our  horse,  which 
is  the  best,  a good  professional  ride  or  we  will 
lose. 

There  is  adequate  reason  for  optimism  and 
definitely  no  reason  for  the  spineless,  defeatist 
attitude  which  has  been  adopted  by  some. 

The  majority  of  the  congressmen  are  not  in 
sympathy  with  further  socialization,  and  partic- 
ularly with  the  socialization  of  medicine.  How- 
ever, because  they  are  sincere  in  their  dedication 
to  represent  the  majority  of  their  constituents, 
which  also  insures  their  political  future,  they 
must  know  the  will  of  their  voters,  and  this  we 
can  cause  to  be  given  to  them. 


The  experts  tell  us  that  there  is  time  for  us 
to  accomplish  our  purpose,  but  the  time  is  rela- 
tively short  and  requires  action  within  the  next 
few  months. 

The  Honorable  Senator  Robert  S.  Kerr  has 
told  us  that  our  cause  is  right  — that  we  must 
prevent  the  socialization  of  medicine  because  we 
or  the  other  citizens  will  not  be  free  by  a pro- 
gram administered  in  Washington.  The  admin- 
istration’s bill,  called  the  King-Anderson  Bill, 
H.R.  4222,  is  such  a bill,  although  it  is  alleged 
to  be  for  the  medical  care  of  the  aged,  wdiich  it 
certainly  is  not. 

If  I have  added  a spark  to  your  enthusiasm 
which  will  incite  needed  action  and  a quest  for 
Know-how,  we  will  all  be  proud  to  relate  to  our 
posterity  that  we  did  our  part  in  the  preserva- 
tion of  Freedom  and  the  dignity  of  Man. 


P 

V^>^oca-CoIa,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 
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The  cigarette  that  made  the  filter  famous! 


KINT 


KING  SIZE 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  magazine 
and  newspaper  stories — really  put  momentum  to  the  trend  toward  filter  cigarettes! 


An  important  step  in  making  the  “Micro- 
nite”  Filter  is  Kent’s  “Jet-Blooming” 
Process.  Specially  designed  machines 
separate  the  soft,  pure,  all-vegetable 
material— then  compress  the  fibers  into 
the  filter  shape,  in  an  intricate  network  of 
tiny  channels  which  refine  smoking  flavor. 

So,  Kent  with  the  “Micronite”  Filter  re- 

ALL  THESE  FIBERS  ARE  COMPRESSED  INTO  THE  FILTER!  „ 

fines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 


That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 


A PRODUCT  OF  THE  P.  LORILLARD  COMPANY— FIRST  WITH  THE  FINEST  CIGARETTES— THROUGH  LORILLARD  RESEARCH 


© 1961  P.  LORILLARD  CO. 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


tstandingly  '^afe 
and  Effective 


for  the  tense  and 
nervous  patient 

-1  simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different’’  drugs 

Q does  not  produce  ataxia,  stimulate  the 

^ appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

4 does  not  produce  depression,  Parkinson-like 

^ symptoms,  jaundice  or  agranulocytosis 

pr  does  not  muddle  the  mind  or  affect 
normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTAB5*— 400  mg. 
unmarked,  coated  tablets;  and  in  susfo/ned-re/ease 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamate) . 

*TRADE-MARK 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 


^iltown* 

meprobamate  IWallace) 


CM‘473Q 


for  more  satisfactory  relief  of  ahxie 


More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxietyd 
More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.^ 


Each  Phenaphen  copsule  con  tains: 

Acetylsalicylic acid  (2^  162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (1/4  gr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers.  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2,  Murray 
R.  J.:  N.  Y.  St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

14  GR.  (16.2  mg.)  Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE 

14  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence 
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Editorials 


Wouldn’t  Three  Be  Better? 


In  an  issue  ol  the  Arizona  Weekly  Gazette  one 
of  medieine’s  best  friends,  Mr.  Julian  DeVries, 
has  pointed  out  the  need  for  eooperation  between 
the  two  professions  of  medicine  and  law.  He 
points  out  that  in  recognition  of  this  need  a 
group  of  physicians  and  lawyers  in  the  Tucson 
area  have  formed  an  organization  in  an  effort  to 
arrive  at  a better  understanding  and  coopera- 
tion. Obviously  such  a group,  in  order  to  be  suc- 
cessful, should  have  at  least  two  motives.  The 
first  would  be  to  arrive  at  a better  understanding 


of  each  profession  s objectives  and  problems  in 
areas  of  mutual  interest  and  the  second  would 
be  to  attempt  to  direct  their  professional  talents 
in  a cooperative  effort  for  the  maximum  good 
of  the  clients  and  patients  whom  they  serve.  This 
is  inded  a laudable  effort  and  it  is  gratifying  to 
know  that  not  only  is  this  being  attempted  in 
Tucson  but  in  many  other  areas  of  the  country 
as  well. 

Early  in  his  thesis  Mr.  DeVries  makes  the  fol- 
lowing observation.  “Three  persons  stand  ready 
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to  aid  the  individual  in  trouble  — his  lawyer,  his 
doctor,  and  his  spiritual  advisor.”  The  third  man 
for  this  trio,  the  spiritual  advisor,  has  not  gone 
unnoticed.  In  several  areas  of  the  country  physi- 
cians and  spiritual  advisors  of  many  faiths  have 
formed  organizations  for  purposes  of  better  mu- 
tual understanding  and  better  service  to  their 
patients  and  parishioners. 

With  very  little  thought  it  becomes  quite  evi- 
dent that  there  are  many  situations  in  human 
experience  which  combine  a great  many  medi- 
cal, spiritual,  moral  and  legal  factors.  Some  of 
the  most  frequently  encountered  would  be  mari- 
tal problems,  divorces,  family  planning,  birth 
control  and  artificial  insemination  for  childless 
couples.  Euthanasia  periodically  comes  up  for 
discussion.  Even  the  more  common  medical  pro- 
cedures such  as  for  example,  administration  of 
blood  transfusions  or  various  measures  for  the 
relief  of  human  suffering  can  become  real  prob- 
lems from  not  only  medical  but  legal  and  spir- 
itual viewpoints. 

Is  it  untimely  to  suggest  then,  along  with  sin- 
cere commendation  for  the  cooperative  efforts 
of  two  professions  for  the  maximum  good  of  the 
individuals  served,  that  the  next  logical  step  is 
for  the  three  professions  of  medicine,  law  and 
the  ministry  to  engage  in  a similar  effort?  If  two 
is  good,  wouldn’t  three  be  better? 

R.  Lee  Foster,  M.D. 


EDITOR^S  NOTES 

Recent  court  decisions  maintain  that  when  a 
patient’s  personal  physician  is  unavailable  and 
the  life  or  health  of  the  patient  is  threatened, 
the  hospital  is  responsible  to  take  action  of  its 
own. 

( James  E.  Ludlam,  counsel  for  the 

California  Hospital  Association ) 
* * « 

Consent  forms  for  surgery  must  be  tailor-made 
for  the  specific  operation  and  for  this  specific 
patient.  Obtain  a permit  for  the  specific  opera- 
tion and  “to  do  whatever  is  deemed  advisable 
or  necessary  in  case  some  unforseen  condition 
arises  in  the  course  of  the  operation  calling  in 
the  operator’s  judgment  for  procedures  in  addi- 
tion to  or  different  from  those  contemplated.” 


Patient  declares  he  is  unaware  of  specific  dan- 
gers as  enumerated.  The  patient  is  requested  to 
leave  the  choice  of  the  anesthetic  to  the  desig- 
nated physician-anesthetist  and  acknowledges 
that  “this  is  an  independent  function  from  sur- 
gery.” The  patient  is  asked  to  declare  that  he  is 
fully  informed  “of  the  nature  of  the  surgery,  the 
purposes,  the  alternatives,  and  the  possible  com- 
plications.” He  specifically  states,  “I  acknowl- 
edge that  no  guarantee  or  assurance  has  been 
made  to  me  as  to  the  results  that  may  be  ob- 
tained.” 

( Dr.  Leo  J.  Adelstein,  medical  examiner 

for  Los  Angeles  County ) 
* * * 

. . . Trauma  may  speed  the  growth  of  a tumor, 
or  play  a role  in  its  genesis. 

( Dr.  Bernard  Gottfried,  Waldemar 
Medical  Research  Foundation) 

* O 

Postemetic  longitudinal  tears  in  the  mucosa 
and  submucosa  of  the  cardia  of  the  stomach  may 
cause  massive  upper  gastro-intestinal  bleeding. 

( Mallory-Weiss  syndrome. ) 

* ft 

ADVERTISING  REVENUE  1961  - The  net 
average  down  is  about  29.2%  — January  through 
June,  for  the  State  Medical  Journal  Advertising 
Bureau  Group  of  34  journals  compared  to  1960 
( same  period ) . 

* * e 

DRUG  TRADE  NEWS  reports  that  Senator 
Estes  Kefauver  completed  drafting  controversial 
legislation  designed  to  place  new  curbs  on  the 
drug  industry.  His  bill,  UPI  learned,  would  re- 
quire Federal  licensing  of  drug  manufacturers 
for  the  first  time.  The  Kefauver  bill  also  would: 

( 1 ) Require  manufacturers  to  give  detailed,  spe- 
cific information  about  their  products  to  doc- 
tors; (2)  Strengthen  inspection  of  drug  manu- 
facturing plants  by  Federal  inspectors,  and  (3) 
Relax  patent  rights  on  certain  drugs,  thereby 
making  manufacturing  know-how  more  readily 

available  to  competing  firms. 

* * 

THE  FEDERAL  TRADE  COMMISSION, 
under  Ghairman  Paul  Rand  Dixon,  is  expected 
to  go  along  with  a recommendation  on  the  “old” 
commission  designed  to  enable  FTG  to  go  after 
promotional  materials,  including  medical  jour- 
nal advertising,  distributed  to  physicians.  Drug 
Trade  News  has  learned.  FTG  has  brought  few 
actions  against  medical  journal  advertising  in  the 
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belief  tliat  its  jurisdiction  in  this  area  is  some- 
what questionable. 


LETTER  TO  THE  EDITOR 

Mr.  H.  C.  Warnock’s  letter  to  the  Editor  print- 
ed in  the  April,  1961  issue,  stimulated  the  follow- 
ing comments  from  this  quarter. 

Of  great  concern  to  physicians  and  responsible 
lawyers  alike  is  the  developing  reluctance  on  the 
part  of  doctors  to  use  a new  or  unusual  treat- 
ment in  an  attempt  to  help  their  patient  because 
of  certain  court  decisions  which  tend  to  make 
the  physician  not  only  the  guarantor  of  the  pa- 
tient’s safety,  but  results  as  well. 

The  godlike  quality  ascribed  to  physicians  in 
the  past  has  contributed  to  this  situation.  Surely 
a man  who  is  omnipotent  and  omniscient  could 
not  fail  to  heal  unless  he  were  negligent  or  care- 
less. Yet,  we  doctors  die  of  the  same  diseases  we 
profess  to  cure. 

Recently  our  halo  has  slipped  in  spite  of  the 
fact  that  it  is  no  longer  necessary  to  agonize  with 
the  family  while  a pneumonia  crisis  runs  its 
course  to  end  fatally  or  favorably.  The  crisis 
never  is  reached,  but  the  antibiotic,  not  the  doc- 
tor gets  the  credit.  No  human  contact  in  the 
sharing  of  an  intense  emotional  experience  with 
the  family  is  available  to  venerate  the  physician. 

Air.  Warnock  could  have  pointed  out  that  the 
majority  of  malpractice  cases  are  conceived 
through  irresponsible  talk,  gestures  or  facial  ex- 
pressions on  the  part  of  another  doctor.  The  phy- 
sician who  engenders  the  suit  usually  has  no 
knowledge  of  the  difficulty  the  plaintiff  encoun- 
tered, and  never  bothers  to  find  out  the  circum- 
stances before  rendering  a critical  opinion. 

There  are  attorneys  who  point  out  that  favor- 
able testimony  which  wins  the  case  will  insure 
payment  of  the  doctor  bill.  Likewise  there  are 
doctors  whose  testimony  is  influenced  by  this 
consideration. 

We  have  no  inter-professional  problems  which 
honesty,  integrity  and  adult  behavior  on  both 
sides  wouldn’t  immediately  solve.  The  fact  that 
all  problems  will  never  be  solved  attests  to  the 
fact  that  like  the  poor,  the  greedy,  the  avaricious 
and  the  disturbed  are  always  with  us.  Fortu- 
nately they  represent  a small  portion  of  both  our 
groups  as  well  as  our  patients  and  their  clients. 

Yours  truly, 
Paul  B.  Jarrett,  AI.D. 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATIONJNC 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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In  Memoriam 


Frederick  Valles,  M.D. 

1879-  1 960 


Senor  Frederick  Valles  was  of  the  old  school. 
Today’s  electronic  equipment  and  sterile  com- 
puter miss  much.  Medicine  has  been  and  forever 
will  be  an  art,  a science,  and  an  amenity.  Here 
was  a gentleman  physician  who  was  a scholar  to 
his  very  finger  tips. 

Although  devoted  to  medicine,  his  restless 
mind  would  not  remain  in  this  ivory  citadel;  he 
was  expendable  beyond  its  confine  and  ex- 
pressed himself  elegantly  as  a humanitarian,  a 
poet,  a philosopher,  a scientist,  and  a world 
traveler  — in  brief  he  was  a man  who  reached 
up  and  in  reaching  touched  a star. 

Nonentities  never  carry  the  torch  of  civiliza- 
tion; a small  minority  of  restless  controversal 
minds,  perforce  enrich  and  safeguard  it. 

Doctor  Valles  was  born  in  Tacna,  Peru,  where 
he  received  his  early  education  at  Tacna  Lvce- 
um.  His  Bachelor’s  degree  was  conferred  in  1904 
from  the  Colegio  \hlar  in  Barcelona,  Spain.  He 
received  his  Doctorate  in  medicine  from  the  Uni- 
versity of  San  Marcos,  Lima,  Peru,  in  1907.  He 
subsequently  studied  in  many  European  capitals 


Frederick  Valles,  M.D. 
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and  presented  many  literary  and  scientific  pa- 
pers there  and  in  various  capitals  of  South  Amer- 
ica. 

Much  of  his  poetry,  essays  and  scientific  con- 
tributions were  published  in  Spanish,  Italian, 
French  and  Portuguese  periodicals  and  journals; 
thus  they  have  eluded  the  English  press. 

He  married  Emilia  Massauguer  Lloret  in  1903. 
They  enjoyed  close  upon  three  decades  of  mar- 
riage before  she  died,  leaving  two  children, 
Frederick  Jr.,  and  Mrs.  Alex  (Estela  Valles)  de 
Jacome. 

Following  his  training.  Doctor  and  Mrs.  Valles 
traveled  the  Amazon  Territory  and  practiced  in 
Manaos,  Brazil.  After  two  years  he  established 
himself  in  Buenos  Aires,  Argentina,  where  he 
became  director  of  one  of  the  city’s  leading 
clinics. 

In  1921,  he  moved  to  Tucson,  Arizona,  where 
he  practiced  to  within  a month  of  his  death  in 
December,  I960;  along  the  way,  in  his  journey 
to  the  United  States  through  Central  America 
and  Mexico,  he  served  as  a living  link  between 


the  medical  and  literary  professions  of  South 
America,  Mexico  and  United  States.  In  his  time 
he  bridged  a chasm  that  was  wider  than  exists 
today,  for  in  the  late  Nineteenth  Century  a rev- 
olution was  already  brewing,  in  which  wake  we 
are  enjoying  the  fruition  of  scientific,  intellectual 
and  literary  achievements.  It  is  not  given  to 
every  generation  to  live  through  this  revolution. 
He  saw  and  partook  of  a new  frontier  of  science, 
humanity  and  intellectualism. 

Amidst  these  crowded  years,  and  this  as  an 
index  of  the  magnitude  of  his  medical  service  in 
Southern  Arizona  alone,  he  delivered  over  three 
thousand  infants.  He  is  survived  by  his  second 
wife,  Sarah  McDermot  Cill  Valles,  as  well  as 
eight  grandchildren  and  five  great-grandchil- 
dren. 

This  seignior  was  a visionary.  He  was  a non- 
conformist. He  was  controversial,  but  mark  him 
well  as  one  who  stood  up  to  be  counted.  Now, 
now  at  last  he  is  at  peace.  Ave  etque  vale! 

Edwin  A.  Busse,  M.D. 


42A 


Arizona  Medicine 


July,  1961 


Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply : Rautrax-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


For  full  information, 
see  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb 

Squibb  Quality 
— the  Priceless  Ingredient 


'RAUTRAlt'S'  AND  'NATURETIN'®  ARC  SOUIBB  TRAOEMARKS. 
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handy, 

disposable, 

moist 

ZEPHIRAN 

TomiEms 

new  antiseptic 
skin  cleansing  tissues 


Zephiran  Towelettes  cleansing  tissues  are  impregnated  with  Zephiran  chloride  1:750.  They  are  tvelcomed  by 
hospital  personnel  as  well  as  by  patients.  Towelettes  provide  a handy,  pleasant,  antiseptic  and  deodorizing 
^cleansing  without  the  use  of  water.  Inside  each  individual  foil  envelope  is  a conveniently  large,  moist  Zephiran- 
impregnated  disposable  tissue  — ready  to  use  anytvhere,  any  time. 


EASY  TO  OPEN  • EASY  TO  USE 

Available  in  boxes  of  20  and  100. 


Towelettes  contain  Zephiran  chloride  (brand 
of  refined  benzalkonium  chloride)  in  an 
effective  antiseptic  concentration,  perfume, 
chlorothymol  and  alcohol  20  per  cent. 


Hospital  and  Medical  Uses:  For  bedside  cleansing  to  reduce  nursing  care  and  time. 
For  patients’  use  before  and  after  meals.  For  patients  after  use  of  the  bedpan.  For 
cleansing  of  nursing  mothers’  hands  before  handling  the  baby  or  breast.  For  cleansing 
of  patients  before  and  after  gynecologic  examination.  For  routine  antiseptic  skin 
cleansing  of  patients  following  operations  such  as  colostomy,  prostatectomy,  hemor- 
rhoidectomy. For  refreshing  cooling  cleansing  of  patients  with  fever,  headaches,  etc. 
For  first-aid  antiseptic  cleansing  of  minor  cuts,  aijrasions  and  burns.  For  patients  with 
acne  to  cleanse  the  skin  during  the  day.  In  the  doctor’s  bag  for  house  calls,  for  use 
in  amlrulances,  etc. 

General  Uses;  In  the  home,  in  the  hospital,  in  the  oflice,  while  traveling,  when  caring 
for  children  and  during  sports  — for  a cjuick  fresh-up  any  time. 

LABORATORIES  • New  \ ork  18,  N.  V. 

Zeohiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademark  reg.'U.  S.  Pal.  Off. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


• HOW  TO  CURE  VACATIONITIS: 

Vacationitis  is  a mental  disorder  whereby  the  patient  is  plan- 
si  ning  to  go  on  a vacation  and  has  saved  and  planned  his 
money  for  such  occasion  and  then  is  faced  with  the  prospect 
of  needing  medical  and  dental  care  and  not  wanting  to  give 
: up  his  vacation,  postpones  the  medical  and  dental  services 

I needed. 

How  to  cure  vacationitis?  It’s  easy!  Suggest  the  Budget 
j Plan  for  Health.  Doctor,  this  is  the  easy  way  for  you  to  help 
your  patient  get  the  care  he  needs  without  giving  up  his  vaca- 
tion. The  Budget  Plan  for  Health  offers  the  patient  a con- 
venient way  to  meet  his  financial  obligation  to  you  on  easy 
monthly  payments  at  bank  rate  of  interest  spread  over  a period 
j of  time.  He  can  still  use  the  money  he  set  aside  for  his  vaca- 
I tion  and  yet  go  on  vacation  with  peace  of  mind  that  his  bill 
is  paid. 

You  benefit,  too.  Doctor.  You  get  your  money  quickly  and 

the  patient’s  good  will.  Your 
patients  will  appreciate  your 
thoughtfulness  in  suggesting  the 
Budget  Plan  for  Health. 

REMEMBER,  DOCTOR,  A 
PAID  PATIENT  IS  A SATIS- 
FIED PATIENT  AND  YOUR 
REST  PRACTICE  BUILDER! 


I 


First  Street  at  Willetta  • Phoenix  • AL  8-7758  | 
31  North  Tucson  Boulevard  • Tucson  • MA  3-9421  j 

456  North  Country  Club  Drive  • Mesa  • WO  4-5668  | 
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Topics  of  Current  Medical  Interest 

Arizona  Poison  Control  Centers 


More  adequate  usage  should  be  made  of  the 
two  Arizona  Poison  Control  Information  Centers 
now  located  as  follows : 

Arizona  Poisoning  Control  Information  Cen- 
ter, College  of  Pharmacy,  University  of  Arizona, 
Tucson,  Arizona.  MA  4-8I8I,  Ext.  661.  Night: 
MA  4-6547.  Albert  L.  Picchioni,  Ph.D.,  Pharma- 
cologist and  Director.  EA  6-2600  Lincoln  Chin, 
Ph.D.,  Pharmacologist. 

Poison  Control  Center,  Maricopa  County  Med- 
ical Society,  2025  N.  Central  Avenue,  Phoenix, 
Arizona.  ALpine  8-8486.  Paul  B.  Jarrett,  M.D. 
Director. 

The  question  has  arisen  as  to  the  advisability 
of  establishing  additional  Poison  Control  Infor- 
mation Centers.  These  two  are  readily  available 
by  telephone  throughout  the  State.  It  would 
seem  inadvisable  to  go  to  greater  expense  to  es- 
tablish additional  centers.  However,  more  ade- 
quate usage  should  be  made  of  the  present  ones 
in  the  districts  that  are  outlying  from  these  two 
central  points. 

Poison  Control  Treatment  Centers  are  located 
as  follows : 

Ajo  — Poison  Control  Center,  New  Cornelia 
Hosp.  Dudley  7-7261.  O.  W.  Friske,  M.D.,  H.  J. 
Mills,  M.D. 

Douglas  — Poison  Control  Center,  Douglas 
Hosp.,  610  9th  St.  EMpire  4-2421.  C.  W.  Ahl, 
M.D.,  A.  J.  Rice,  M.D. 

Flagstaff  — Poison  Control  Center,  Flagstaff 
Hosp.,  Rt.  1,  Box  10.  PRospect  4-7151.  Doyle  R. 
Taylor,  Estelle  Wallach. 

Ganado  — Poison  Control  Center,  Sage  Me- 
morial Hosp.,  Ganado  Mission.  2103,  Night: 
2106.  W.  D.  Spilling,  M.D.,  Shirley  Boeder. 

Grand  Canyon  — Poison  Control  Center, 
Grand  Canyon  Hospital,  Box  495.  14.  Watson  M. 
Lacy,  M.D. 


Holbrook  — Poison  Control  Center,  Holbrook 
Municipal  Hospital,  152  W.  Hopi  Dr.  JAckson 
4-3731.  Night:  JA  4-6673.  Violet  E.  Coplan,  R.N., 
Helen  Wood,  R.N. 

Kingman  — Poison  Control  Center,  Mohave 
General  Hospital,  301  W.  Beale.  SKyline  3-2112. 
Mae  McMullen,  R.N.,  Enid  McNeff,  R.N. 

McNary  — Poison  Control  Center,  McNary 
Hospital.  200.  Jack  I.  Mowrey,  M.D.,  Reva  Niko- 
laus. 

Phoenix  — Poison  Control  Center,  Good  Sa- 
maritan Hospital,  1033  E.  McDowell  Rd.  ALpine 
2-6611.  Paul  B.  Jarrett,  M.D.,  Elizabeth  Poulin, 
R.N. 

Poison  Control  Center,  Maricopa  County  Gen- 
eral Hospital,  3435  W.  Durango  St.  APplegate 
8-3541.  Dudley  G.  Singer,  Archie  Kaplan. 

Poison  Control  Center,  Memorial  Hospital, 
1200  S.  5th  Ave.  ALpine  2-5911,  Ext.  216.  Mau- 
rice Rosenthal,  M.D.,  Conrad  A.  Bohannon, 
Juanita  Bolen,  R.N. 

Poison  Control  Center,  St.  Joseph’s  Hospital, 
350  W.  Thomas  Rd.  CRestwood  7-6611.  Fred- 
erick E.  Beckert,  M.D.,  Doris  Davis,  R.N. 

Phoenix,  General  Hospital,  1950  W.  Indian 
School  Rd.  CRestwood  9-4411.  Howard  H.  Hunt, 
D.O. 

Prescott  — Poison  Control  Center,  Prescott 
Community  Hospital.  Hickory  5-2700.  Edna  M. 
Franks,  R.N.,  Barbara  Rambacher,  R.N. 

Safford  — Poison  Control  Center,  Safford  Inn 
Hospital,  625  Central  Avenue.  126.  R.  S.  Keller, 
M.D.,  Orville  F.  Craig. 

Tucson  — Poison  Control  Center,  Pima  County 
General  Hospital,  2900  S.  6th  Ave.  MA  2-3301. 
Night:  EAst  7-3714.  Edward  H.  Kraus. 

Poison  Control  Center,  St.  Mary’s  Hospital, 
St.  Mary’s  Rd.  MAin  2-5833,  Sister  Catherine 
Mary. 
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Poison  Control  Center,  Tucson  Aledical  Cen- 
ter, E.  Crant  Rd.  at  Beverly  Blvd.  EAst  7-.5461. 
Virginia  Cobb,  M.D. 

Winslow  — Poison  Control  Center,  Winslow 
Aleinorial  Hospital,  116  E.  Hillview  St.  289-2821. 
Night;  289-4444  or  289-3700.  Mabyn  Peart,  R.N., 
Kay  Yecke,  R.N. 

Yuma  — Poison  Control  Center,  Parkview  Hos- 
pital, Avenue  A & 24th  St.  SUnset  2-1811.  John 
F.  Stanley,  M.D. 


TOXICITY  OF  SELENIUM 
SULFIDE  (SELSUN)  SUSPENSION 

In  a previous  News  Bulletin(l),  the  Arizona 
Poisoning  Control  Information  Center  reported 
on  the  contradictory  views  regarding  the  tox- 
icity of  selenium  sulfide  ( Selsun ) suspension. 
Since  a recent  clinical  report(2)  indicates  that 
improper  external  use  of  the  suspension  may  re- 
sult in  systemic  poisoning,  it  is  considered  time- 
ly to  re-emphasize  the  potential  hazards  follow- 
ing the  ingestion  of  this  drug.  The  case  in- 
volved a woman  who  used  the  shampoo  treat- 
ment two  or  three  times  a week  for  eight  months. 
She  ultimately  developed  signs  of  selenium  poi- 
soning, which  included  tremor  of  the  arms  and 
hands,  severe  perspiration,  and  a metallic  taste 
in  the  mouth.  Others  observed  that  her  breath 
smelled  of  garlic,  although  none  had  been  eaten. 
Subsequent  symptoms  included  continuous  pain 
in  the  lower  abdomen,  weakness,  lethargy,  anor- 
exia, and  occasional  vomiting.  In  addition,  sele- 
nium, approximately  30  micrograms/ml,  was  de- 
tected in  the  urine. 

Although  the  poisoning  case  cited  above  was 
due  to  external  abuse  of  selenium  sulfide  sus- 
pension, it  serves  to  point  out  the  potential  sys- 
temic danger  which  may  attend  the  oral  inges- 
tion of  this  preparation.  Hence,  despite  the  in- 
soluble nature  of  selenium  sulfide  and  despite 
the  so-called  “built-in”  emetic  action  of  the  sus- 
pension, the  Arizona  Poisoning  Control  Informa- 
tion Center  recommends  emesis  or  gastric  lavage 
in  treating  ingestion  of  selenium  sulfide  suspen- 
sion. 

ACCIDENTAL  POISONING  FROM  ORAL 
HYPOGLYCEMIC  DRUGS 

Before  the  introduction  of  oral  drugs  for  the 
treatment  of  diabetes,  hypoglycemia  in  nondia- 
betic persons  was  an  uncommon  cause  of  coma. 


since  accidental  parenteral  administration  of  in- 
sulin was  unlikely.  At  the  present  time,  however, 
an  increasing  number  of  diabetic  patients  are 
using  oral  hypoglycemic  drugs;  hence  these 
agents  can  now  be  found  in  many  homes.  Be- 
cause of  their  widespread  use,  these  drugs  pre- 
sent another  potential  poisoning  hazard  for  chil- 
dren who  should  find  them  readily  available  in 
the  home. 

Youberg(3)  recently  reported  a case  of  acci- 
dental poisoning  involving  ingestion  of  chlor- 
propamide (Diabinese),  an  oral  hypoglycemic 
drug.  The  victim  was  a 2-year-old  boy  who  was 
thought  to  have  ingested  as  many  as  18  tablets 
( 250  mg  each ) of  the  drug.  Apparently,  the  tab- 
lets belonged  to  the  child’s  diabetic  grandmother 
who  was  living  in  the  same  home  as  the  child. 

Upon  admission  to  the  hospital,  the  child  was 
unconscious  and  was  unresponsive  to  pin  prick. 
The  initial  blood  sugar  level  was  found  to  be 
25  mg/ 100  ml.  The  patient’s  initial  response  to 
intragastric  administration  of  glucose  was  satis- 
factory. He  regained  consciousness  and  became 
increasingly  alert.  However,  1V2  hours  after  the 
last  intragastric  administration  of  glucose,  he  had 
a grand  mal  seizure  and  lost  consciousness.  He 
was  then  placed  on  intravenous  glucose,  where- 
upon he  slowly  regained  consciousness.  The  most 
satisfactory  therapy  was  found  to  be  10  per  cent 
glucose  in  water  administered  by  intravenous 
drip  supplemented  by  50  per  cent  glucose  ad- 
ministered intravenously  at  intervals.  The  10 
per  cent  glucose  solution  was  continued  until  the 
2nd  hospital  day,  after  which  time  the  patient 
was  maintained  on  oral  feedings.  The  blood  su- 
gar was  55  mg/100  ml  on  the  3rd  day  and  99 
mg/ 100  ml  on  the  4th  hospital  day.  The  patient 
continued  to  do  well  and  was  discharged  on  the 
11th  hospital  day.  Despite  the  large  dose  of 
chlorpropamide,  no  toxic  effects  other  than  hy- 
poglycemia with  coma  and  convulsions  were  ob- 
esrved.  This  case  history  points  out  the  long  du- 
ration of  action  of  this  oral  hypoglymemic  drug 
and  the  need  for  vigorous  and  continual  treat- 
ment with  glucose  in  acute  poisoping. 

Youberg(3)  stresses  the  importance  of  con- 
sidering as  a potential  cause  of  coma  the  acci- 
dental ingestion  of  oral  hypoglycemic  drugs.  In 
fact,  it  is  his  usual  policy  to  administer  glucose 
by  intravenous  infusion  to  all  patients  who  upon 
initial  examination  are  disoriented  or  comatose. 
His  reason  for  doing  this  is  to  ensure  a portal 
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for  medication  in  case  of  circulatory  collapse  or 
other  emergency  and  to  provide  a rapid  thera- 
peutic test  for  unsuspected  hypoglycemia. 

STATISTICS  OF  87  POISONING  CASES 
IN  ARIZONA  DURING  FEBRUARY  1961 


AGE: 


75.9%  involved  under  5 year  age  group 

66 

5.7%  involved  6 to  15  year  age  group 

5 

5.7%  involved  16  to  30  year  age  group 

5 

9.2%  involved  31  to  45  year  age  group 

8 

3.5%  involved  over  45  year  age  group 

3 

NATURE  OF  INCIDENT: 

86.2%  accidental 

75 

13.8%  intentional 

12 

TIME  OF  DAY: 

34.5%  occurred  between  6 a.m.  and  noon  30 

25.3%  occurred  between  noon 

and  6 p.m.  22 

18.4%  occurred  between  6 p.m 

. and  midnight  16 

9.2%  occurred  between  midnight  and  6 

a.m.  8 

12.6%  were  not  reported 

11 

OUTCOME: 

100.0%  recovery 

87 

0.0%  fatal 

0 

CAUSATIVE  AGENTS: 

Internal  Medicines 

Number 

Percent 

Aspirin 

33 

34.7 

Other  Analgesics 

2 

2.1 

Barbiturates 

3 

3.2 

Antihistamines 

0 

0.0 

Laxatives 

2 

2.1 

Cough  Medicine 

0 

0.0 

Tranquilizers 

3 

3.2 

Others 

13 

13.6 

Subtotal 

56 

58.9 

External  Medicines 

Liniment 

2 

2.1 

Antiseptics 

1 

1.1 

Others 

0 

0.0 

Subtotal 

3 

3.2 

Household  Preparations 

Soaps,  Detergents,  etc. 

0 

0.0 

Disinfectants 

0 

0.0 

Bleach 

5 

5.2 

Lye,  corrosives,  drain  cleaners  3 

3.2 

Furniture  and  floor  polish 

2 

2.1 

Subtotal 

10 

10.5 

Petroleum  Distillates 

Kerosene 

1 

1.1 

Gasoline 

0 

0.0 

Others 

1 

1.1 

Subtotal 

2 

2.2 

Cosmetics 

2 

2.1 

Pesticides 

Insecticides 

2 

2.1 

Rodenticides 

0 

0.0 

Others 

0 

0.0 

Subtotal 

2 

2.1 

Paints,  Varishes,  Solvents,  etc. 

4 

4.2 

Plants 

2 

2.1 

Miscellaneous 

10 

10.5 

Unspecified 

4 

4.2 

TOTAL 

95* 

100.0 

°The  total  nvimber  of  causative  agents  exceed  the  actual  number 
of  poisoning  cases  since  in  certain  individual  poisoning  incidents 
more  than  one  agent  was  involved. 

1.  News  Bulletin  No.  10,  Arizona  Poisoning  Control  Informa- 
tion Center,  October,  1959. 

2.  Ran.sone,  J.  W.,  Scott,  N.  M.,  and  Knoblock,  E.  C.,  Selenium 
Sulfide  Intoxication,  New  England  J.  Med.  264:384,  1961. 

3.  Youberg,  D.  R.,  Accidental  Ingestion  of  Chlorpropamide, 
New  England  J.  Med.,  263:1130,  1960. 

Willis  R.  Brewer,  Ph.D. 

Dean,  College  of  Pharmacy 
The  University  of  Arizona,  Tucson 
Albert  L.  Picchioni,  Ph.D. 

Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 
The  University  of  Arizona,  Tucson 
Lincoln  Chin,  Ph.D. 

Pharmacologist 
The  University  of  Arizona,  Tucson 


CONTAGIOUS  DISEASE  REPORTING 

ARS  Title  36,  Ch.  6 - Art.  2 
36-621.  Report  of  contagious  diseases 

A person  who  learns  that  a contagious,  epi- 
demic or  infectious  disease  exists  shall  immedi- 
ately make  a written  report  of  the  particulars  to 
the  appropriate  board  of  health  or  health  de- 
partment. The  report  shall  include  names  and 
residences  of  persons  afflicted  with  the  disease. 
If  the  person  reporting  is  the  attending  physician 
he  shall  report  on  the  condition  of  the  person 
afflicted  and  the  status  of  the  disease  at  least 
twice  each  week. 

36-623.  Report  by  physician  of  death  from  con- 
tagious disease 

Physicians  shall  report  in  writing  to  the  local 
board  of  health  or  health  department  the  death 
within  its  jurisdiction  of  patients  dying  from 
contagious,  infectious  or  epidemic  diseases.  The 
report  shall  be  made  witihn  twenty-four  hours 
after  death,  and  shall  include  the  specific  name 
and  character  of  the  disease. 

36-630.  Violation;  penalty 

A person  who  wilfully  secretes  himself  or 
others  known  to  have  a contagious  or  infectious 
disease,  or  a member  of  a board  of  health  or  an 
officer  of  a local  health  department  who  ne- 
glects or  refuses  to  perform  a duty,  or  a person 
who  violates  a provision  of  this  article  or  a rule, 
regulation,  order,  instruction  or  measure  adopted 
and  given  the  required  publicity  by  a board  of 
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health  is  guilty  of  a misdemeanor  punishable  by 
a fine  of  not  less  than  ten  or  more  than  fifty  dol- 
lars, by  imprisonment  for  not  more  than  thirty 
days,  or  both,  and  if  a physician,  his  license  shall 
be  revoked. 

Rules  and  Regulations  of  the  State  Depart- 
ment for  the  Control  of  Communicable  Diseases 
— Adopted  April  11,  1943,  Revised  March  21, 
1951. 

Regulation  1.  Certain  words  and  terms  used 
in  these  rules  and  regulations  are  defined  as 
follows : 

b)  Report  of  a Disease  — By  report  of  a dis- 
ease is  meant  the  notification  to  the  State  and 
local  health  department  that  a case  of  reportable 
disease  exists  or  is  suspected  of  existing  in  a 
specified  person  or  persons  at  a given  address. 


WHY? 

The  following  motion  was  presented  to  the 
House  of  Delegates  of  the  Arizona  Medical  As- 
sociation on  April  26,  1960: 

IT  IS  MOVED  THAT  Chapter  VII,  Section  4, 
of  the  By-laws,  relating  to  the  Benevolent  and 
Loan  Fund,  be  amended  by  the  addition  of  the 
following: 

“Within  five  years  of  the  admission  of  a new 
member  to  the  Association,  he  must  pay  to 
the  Benevolent  and  Loan  Fund  the  sum  of  One 
Thousand  Dollars  ($1,000).  Upon  completion  of 
this  payment  he  shall  be  eligible  for  the  benefits 
conferred  thereunder. 

“Every  member  of  the  Association  shall  be 
assessed  dues  in  the  amount  of  $100.00  annually 
which  shall  be  added  to  the  Benevolent  and 
Loan  Fund.” 

and  IT  IS  FURTHER  MOVED  that  all  present 
members  of  the  Association  shall  be  assessed 
the  sum  of  One  Thousand  Dollars  ($1,000)  each, 
payable  within  the  next  five  years  and  upon  com- 
pletion of  this  payment,  each  such  member  shall 
be  eligible  for  benefits  under  the  Fund. 

Upon  the  recommendation  of  the  Committee  on 
Amendments,  the  motion  to  amend  was  referred 
to  the  Association  attorney  and  to  the  proper 
committee(s)  for  study.  The  final  recommendations 
are  to  be  sent  to  the  county  societies  at  least  three 
months  before  being  brought  up  at  the  House  of 
Delegates  meeting  in  1962  for  vote. 

\Miy  have  I made  the  audacious  suggestion 
that  the  members  of  the  Arizona  Medical  Associ- 
ation should  assess  themselves  in  such  an  out- 
landish fashion?  Let  me  give  the  first  answer  by 


asking  another  question  of  each  member.  If,  to- 
morrow, you  were  stricken  by  a totally  disabling 
but  not  fatal  disease  and  had  to  retire  perma- 
nently from  the  practice  of  medicine,  would  you 
( even  with  the  help  of  your  health  and  accident 
insurance  which  runs  out  in  three  to  five  years) 
have  enough  assets  1 ) to  live  out  your  life  in 
decent  comfort,  2)  to  provide  for  your  wife’s 
needs  for  her  lifetime  in  similar  comfort  and  3) 
to  provide  for  the  support  of  your  children  dur- 
ing their  minority  and  through  their  years  of  ed- 
ucation? If  you  can  honestly  say  “Yes”,  you  are 
in  the  minority.  Most  doctors  would,  I believe, 
have  to  answer  “No”. 

Provision  for  the  care  of  the  deceased  doctor’s 
surviving  family  is  not  too  difficult  to  achieve; 
term  insurance  is  relatively  cheap.  It  is  in  the 
provision  for  the  family  in  the  case  of  total  dis- 
ability of  the  doctor  that  the  difficulty  arises.  I 
am  not  alone  in  finding  it  almost  impossible  to 
pay  for  enough  health  and  accident  insurance  to 
carry  on  our  normal  standard  of  living  if  I should 
be  disabled.  I have  a constant,  gnawing  fear 
that  I might  become  unable  to  practice  medi- 
cine permanently  and  that,  at  the  end  of  the 
three  years  of  my  health  and  accident  payments, 
I might  be  physically  unable  to  kill  myself  or 
mentally  incapable  of  realizing  the  imperative 
necessity  that  I do  so. 

Morbid  thoughts?  Of  course  they  are  but 
they  are  capable  of  becoming  realities.  In  plan- 
ning for  the  future,  even  such  morbid  possibili- 
ties must  be  taken  into  account. 

Then  there  comes  the  thought  of  retirement 
and  a second  question  to  be  asked  of  each  mem- 
ber. Do  you  anticipate  that  you  will  have 
enough  income-producing  investments  on  which 
you  will  retire  at  a reasonable  age  to  travel,  to 
go  fishing  or  hunting  to  your  heart’s  content  or 
to  indulge  in  your  other  interests?  Many  doctors 
don’t.  Many  are  caught  as  they  approach  their 
retirement  years  without  enough  investment  in- 
come to  retire  and  without  stamina  enough  to 
earn  a good  living  in  the  practice  of  medicine. 
They  find  it  necessary  to  eat  into  their  meager 
investments  little  by  little  while  still  having  to 
work  to  the  top  of  their  capabilities.  They  finally 
die  in  harness  and  leave  almost  no  estate. 

Of  course,  you  know  this  is  not  going  to 
happen  to  you.  You  are  going  to  save,  to  invest 
and  to  hold  down  your  standard  of  living  to 
make  it  possible.  This  is  all  very  well  until  your 
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wife  begins  to  wonder  why  she  can’t  have  a fur 
coat  or  w'hy  you  can  have  only  one  car  in  the 
family.  Yon  are  earning  enough  money  to  let 
her  remain  within  shouting  distance  of  the 
Jones’,  aren’t  you?  Maybe  you  finally  decide 
that  the  reason  you  hate  your  patients  is  that 
you  need  a long  vacation.  Your  children  reach 
college  age  and  the  educational  insurance  you 
took  out  at  their  birth  isn’t  nearly  enough  to  pay 
the  costs.  You  are  going  to  send  them  through 
college,  aren’t  you?  You  are  going  to  give  your 
daughter  a fine  wedding,  aren’t  you?  Where  is 
your  saving,  your  investing,  and  your  stinting 
then? 

Even  when  you  are  eminently  successful  ( and 
lucky)  in  your  ambitious  investment  program, 
things  can  happen.  Investments  have  been  know  n 
to  go  sour  and  to  lose  all  of  their  value.  Even 
if  the  investments  are  all  in  government  bonds, 
inflation  can  cut  the  buying  power  of  the  bond 
income  to  insufficient  levels.  So  then,  you  retire 
using  the  income  and  a little  of  the  principal 
each  year.  What  if  you  or  your  wife  live  too  long? 

Regardless  of  the  type  of  investment,  other 
events  beyond  the  control  of  the  doctor  may 
wipe  out  his  investments  overnight.  A child  may 
run  in  front  of  his  car,  may  (unfortunately  for 
the  doctor’s  reserves)  survive  with  amputations 
and  may  have  a Belli  for  a counsel.  A sympa- 
thetic jury,  impressed  by  the  histronics  and  the 
questionable  figures  of  the  lawyer,  may  find  for 
the  plaintiff  in  the  sum  of  three  or  four  hundred 
thousand  dollars.  What  good  is  the  doctor’s 
$100-300,000  automobile  insurance  policy  then? 
What  good  has  the  doctor’s  careful  investment 
program  done  him  then? 

The  doctor  carefully  gives  a spinal  anesthetic. 
In  spite  of  the  doctor’s  care,  the  patient  is  left 
permanently  paraplegic  and  he  very  naturally 
sues.  He,  too,  has  a Belli  for  a counsel  and  gets 
a massive  judgment.  The  doctor’s  malpractice 
insurance  covers  only  a fraction  of  the  judgment 
and  the  doctor’s  investments  go  to  pay  the  rest. 

Without  any  investment  or  interest  in  the 
company,  the  doctor  might  think  it  harmless  to 
allow  the  company  to  use  his  name  on  the 
Board  of  Directors.  Someone  absconds  with  the 
assets  of  the  company.  The  doctor,  as  one  of 
the  few  directors  with  any  assets,  finds  himself 
with  an  adverse  judgment  of  $200,000.  Looking 
back,  it  was  an  unwise  use  of  his  name  but, 
when  a close  friend  is  doing  the  asking,  it  might 


be  quite  understandable.  Wise  or  not,  the  doc- 
tor’s investments  are  just  as  surely  gone. 

Are  these  events  so  rare?  Not  if  you  can 
believe  the  men  who  have  the  unfortunate  doc- 
tors as  patients.  Almost  every  year,  a doctor 
dies  practically  unnoticed  in  this  state  who,  it 
turns  out,  has  been  starving  for  years  and  dies 
without  an  estate. 

Social  Security  is  not  a satisfactory  answer. 
It  will  not  help  the  doctor  who  is  incajiacitated 
before  he  is  fifty.  It  would  not  help  his  widow 
between  the  time  his  children  reach  18  and  she 
reaches  62.  Even  when  it  did  pay.  Social  Se- 
curity payments  are  so  small  that  they  are  almost 
useless  when  compared  with  the  need.  I would 
like  to  see  the  aging  doctor  and  his  wife  be 
able  to  do  more  than  starve  genteely  on  about 
$200  a month.  In  any  event.  Social  Security  is 
virtually  bankrupt  now  and  is  apparently  due 
to  become  more  so. 

When  my  proposed  amendment  reached  the 
delegates  to  the  annual  convention,  I fully  ex- 
pected a blast  of  condemnation  and  scorn.  To 
my  surprise,  the  commonest  comment  I heard 
was  “We  should  have  done  it  many  years  ago.” 
To  my  further  surprise.  Dr.  Alanley  had  a 
similarly  intended  resolution  to  present  quite 
independently. 

The  need  for  something  more  has  apparently 
long  been  evident  to  thinking  doctors.  The  need 
was  evident;  only  the  means  of  satisfying  the 
need  had  to  be  discovered,  instituted  and  im- 
plemented. 

WHAT  TO  DO? 

Several  years  ago,  the  Medical  Defense  Fund 
(which  had  been  built  up  through  the  years 
from  dues  assessed  against  the  members)  be- 
came obsolete  and  unnecessary.  It  was  decided 
at  that  time  to  set  up  a Benovelent  and  Loan 
Eund,  using  the  old  Medical  Defense  Fund  as 
capitalization,  to  serve  two  purposes.  The  new 
fund  was  to  be  loaned  to  deserving  students 
to  help  them  to  get  a medical  education.  The 
loans  were  to  bear  an  interest  rate  and,  upon 
repavment,  the  interest  earned  was  to  be  used 
for  gifts  to  needy  doctors  or  their  families.  Only 
one  fault  was  quickly  evident;  there  simply 
wasn’t  enough  capital  in  the  Fund  to  supply 
the  need  for  loans  and  the  potential  income 
was  too  small  for  any  good  use. 

At  the  present  time,  the  Fund  is  all  loaned 
out  or  committed.  It  will  be  several  years  before 
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the  repayment  time  begins  and,  in  the  mean- 
time, our  promise  to  help  needy  students  must 
be  forgotten.  The  need  for  capital  to  make 
these  loans  is  demonstrated  by  the  number  of 
loan  applications  which  have  had  to  be  rejected 
for  lack  of  money. 

After  taking  a few  whiffs  on  my  favorite 
opium  pipe,  I began  to  THINK  BIG!!  What  if 
the  Benevolent  and  Loan  Fund  were  really  built 
up  to  be  a large  fund?  Then  we  could  really 
fulfill  the  need  of  helping  deserving  students 
with  loans.  The  income  from  a large  fund  could 
make  it  a truly  Benevolent  Fund. 

Out  of  this  thinking  has  come  the  proposed 
amendment  to  the  By-laws  of  the  Association. 

GUI  BONO? 

Who  would  benefit  from  the  Benevolent  and 
Loan  Fund  as  I have  visualized  it?  The  answer 
is  simple  — everyone  who  comes  in  contact  with 
the  Fund.  There  would  be  ample  money  avail- 
able to  make  loans  to  every  deserving  student. 
Every  doctor,  his  wife  and  his  children  would 
benefit  tremendously.  Even  the  Trust  Depart- 
ment charged  with  administering  the  Fund 
would  love  the  increased  size  of  the  Fund. 

Even  if  I never  received  a single  cent  from 
the  Fund,  the  mere  knowledge  that  the  Fund 
was  there,  available  to  me  or  to  my  family  in 
time  of  need,  would  relieve  me  of  the  fear  of 
financial  catastrophe.  Of  course  I would  try 
to  provide  on  my  own  for  my  family  as  I am 
doing  now.  Of  course  I would  e.xpect  never  to 
need  any  help.  BUT,  if  I did  it  would  be  there. 
Every  doctor  would  have  this  reassuring  know- 
ledge that  the  backstop  was  there. 

The  older  doctor,  reaching  his  declining  years 
and  facing  the  probability  that  he  cannot  con- 
tinue his  hectic  pace,  will  be  comforted  to  know 
that,  if  his  investments  disappeared,  he  would 
have  the  money  to  keep  a roof  over  his  head 
and  ample  food  in  the  pot. 

The  young  doctor,  struggling  to  pay  off  his 
debts  for  medical  school  and  for  setting  up  his 
home  and  office,  will  be  soothed  to  know  that 
his  death  or  disablement  will  not  bring  finaneial 
ruin  simply  because  he  could  not  afford  enough 
insurance. 

It  has  been  said  that  this  projeet  is  being 
pushed  in  order  that  the  older  doctors  may  be 
able  to  retire  on  the  Fund.  As  a matter  of  faet, 
as  it  is  presently  projected  the  Fund  will  not 
provide  enough  income  during  the  next  ten  to 


fifteen  years  to  promise  any  doctor  that  he  will 
be  able  to  retire  voluntarily  and  get  anything 
from  the  Fund.  As  far  as  voluntary  retirement 
is  concerned,  it  is  the  doctor  planning  to  work 
for  another  20  years  or  more  who  may  look 
forward  to  some  retirement  income.  It  is  also 
this  younger  doctor  who  has  the  most  to  gain 
in  protection  against  premature  death  or  dis- 
ability simply  because  he,  his  wife  and  his 
children  are  younger  and  therefore  have  a long 
time  during  which  they  might  need  benefits. 

HOW? 

The  motion  to  amend  the  By-laws  has  been 
referred  to  the  Benevolent  and  Loan  Fund  Gom- 
mittee  for  study.  I do  not  know  just  what  will 
finally  come  from  the  committee  to  the  county 
societies  and  finally  to  the  House  of  Delegates 
next  year.  I do  have  very  definite  ideas  eon- 
cerning  some  of  the  essential  (I  believe)  fea- 
tures which  must  be  incorporated  in  the  plan 
to  make  it  work  properly. 

INGOME  TAX  DEDUGTIBILITY 

There  is  no  doubt  that  the  payments  into  the 
fund  would  be  mueh  easier  to  make  if  they  were 
tax  deductible.  I believe  they  will  be. 

If  the  assessments  are  made  compulsory,  they 
would  be  deductible  as  necessary  business  ex- 
penses. By  virtue  of  interlocking  By-laws,  it  is 
necessary  by  hospital  rules  ( in  Marieopa  Gounty, 
at  least)  to  be  a member  of  the  State  Associa- 
tion in  order  to  remain  a member  of  the  Gounty 
Society.  It  is  further  necessary  to  be  a member 
of  the  Gounty  Society  to  be  on  the  staff  of  most 
hospitals.  Membership  on  a hospital  staff  is 
necessary  to  most  doctors  to  practice  medicine. 
Ergo,  the  assessment  is  tax  deductible. 

It  is  also  possible  that  voluntary  contributions 
to  the  Eund  might  be  deductible.  The  State 
Association  is  a non-profit  corporation  and  the 
Benevolent  and  Loan  Fund  is  a part  of  it  and, 
as  such,  could  be  easily  declared  the  proper 
recipient  of  charitable  contributions.  To  make 
sure  that  the  Fund  is  considered  eharitable, 
the  items  discussed  in  the  following  paragraphs 
must  be  part  of  the  plan. 

In  case  of  abandonment  of  the  plan  at  some 
time  in  the  future,  one  of  the  conditions  of  its 
establishment  must  be  that  no  doctor  may  have 
any  right  to  recover  any  of  the  principal  that 
he  has  put  into  the  Fund.  One  method  to  insure 
this  might  be  a provision  that,  in  the  event  of 
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the  abandonment  of  the  Fund,  the  capital  woidd 
be  contributed  to  the  State  of  Arizona  to  help 
in  the  establishment  of  a medical  school,  its 
maintenance  or  its  expansion.  As  a necessary 
corollary  to  giving  up  all  rights  to  his  contribu- 
tion, any  doctor  who  has  contributed  his  $1,000 
and  who  continues  to  pay  his  annual  Fund  dues 
of  $100  would  retain  his  rights  under  the  Fund 
e\  en  if  he  moves  to  another  state  to  practice. 

Furthermore,  there  must  be  no  set  right  to 
any  specific  amount  of  benefits  under  the  plan. 
The  only  right  a deserving  doctor  or  his  family 
would  have  would  be  to  receive  equal  con- 
sideration from  the  Benevolent  and  Loan  Fund 
Committee  who  would  retain  the  sole  right  to 
determine  the  size  of  the  gift  to  be  given  the 
deserving  donee.  With  such  power  to  be  given 
the  Committee,  it  is  essential  that  only  the 
finest  and  most  honorable  doctors  in  the  state 
would  be  considered  for  appointment  to  the 
Committee. 


It  is  my  own  opinion,  based  upon  ^^'hat  I 
have  read,  that,  if  these  conditions  are  adhered 
to,  not  only  will  the  contributions  to  the  Fund 
be  tax  deductible  but  so  will  the  gifts  to  de- 
serving doctors  and  their  families. 

Of  course,  only  when  the  Fund  plan  is  com- 
pleted will  it  be  possible  to  get  a final  decision 
from  the  Internal  Revenue  Department  as  to  tax 
deductibility. 

SIZE  OF  ASSESSMENTS 
I believe  that  it  is  essential  that  there  be  a 
big  front  end  on  the  assessment.  Annual  dues 
alone  will  build  the  Fund  too  slowly  to  be  of 
much  benefit  unless  the  dues  be  made  $200- 
300  per  year.  At  a straight  $100  per  doctor  per 
year,  it  would  be  9-10  years  before  the  Fund 
reached  the  first  million  and  about  17  years 
before  the  two  million  level  would  be  attained. 
With  the  $1,000  initial  payment,  the  first  mil- 
lion would  be  reached  before  fi\'e  years  and  the 
second  by  seven  years. 


PROJECTED  GROWTH  OF  THE  FUND 


Year 

No.  of 

Annual  Dues 

Initial  $1,000 

Cumulative  Total 

Doctors 

Income 

Income 

in  the  Fund 

1962 

1050 

105,000 

105,000 

1963 

1100 

110,000 

225,000 

1964 

1150 

115,000 

330,000 

1965 

1200 

120,000 

450,000 

1966 

1250 

125,000 

1,050,000 

1,625,000 

1967 

1300 

130,000 

50,000 

1,805,000 

1968 

1350 

135,000 

50,000 

1,990,000 

1969 

1400 

140,000 

50,000 

2,180,000 

1970 

1450 

145,000 

50,000 

2,375,000 

1971 

1500 

150,000 

50,000 

2,575,000 

1972 

1550 

155,000 

50,000 

2,780,000 

1973 

1600 

160,000 

50,000 

2,990,000 

1974 

1650 

165,000 

50,000 

3,205,000 

1975 

1700 

170,000 

50,000 

3,425,000 

1976 

1750 

175,000 

50,000 

3,650,000 

1977 

1800 

180,000 

50,000 

3,880,000 

1978 

1850 

185,000 

50,000 

4,115,000 

1979 

1900 

190,000 

50,000 

4,355,000 

1980 

1950 

195,000 

50,000 

4,600,000 

1981 

2000 

200,000 

50,000 

4,850,000 

Growth  of  the  Benevolent  and  Loan  Fund  on  the  basis  of  a payment  of  $1,000 
by  each  member  within  five  years  or  by  each  new  member  within  five  years  after 
joining  the  Association  and  on  Annual  Dues  per  member  of  $100.  It  is  also  assumed 
that  there  will  be  an  annual  net  increase  of  membership  of  50  active  members. 

In  reality,  these  figures  would  rise  even  more  rapidly.  The  above  chart  assumes 
a total  of  50  more  doctors  a year  and  no  deaths  during  the  next  20  years.  In 
reality,  it  would  be  necessary  to  add  60-70  new  doctors  a year  to  ensure  a net 
gain  of  50  per  cent  since  some  of  the  members  will  be  dying,  retiring  or  becoming 
totally  disabled  each  year.  This  would  make  the  increase  derived  from  the  initial 
payment  of  $1,000  be  $60-70,000  per  year  rather  than  the  $50,000  cited. 
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Although,  as  will  be  seen  from  a later  para- 
graph, it  will  do  the  more  affluent  doctor  no 
good  to  pay  his  $1,000  before  the  fifth  year  of 
the  plan,  he  might  find  it  advisable  to  pay  his 
money  during  an  earlier  year  to  offset  an  un- 
usually good  income  year. 

Are  the  $1,000  initial  assessment  and  the  $100 
annual  dues  too  much  for  the  young  doctor  just 
starting  into  practice?  From  my  own  experience 
and  from  what  Fve  heard,  1 would  say  no.  I 
can  well  remember  the  joys  of  hurrying  to  the 
bank  with  a small  deposit  so  that  I could  pay 
some  overdue  bills.  Such  experiences  enlivened 
the  first  five  years  of  practice  for  me.  Even  so, 
I could  have  paid  the  dues  if  they  had  been 
in  existence  at  the  time.  Parenthetically,  I might 
say  that  if  a young  doctor  cannot  get  together 
$1,000  in  five  years  and  cannot  get  a bank  loan 
to  pay  off  the  balance,  he  had  better  leave 
Arizona.  He  “ain’t  doing  so  good.”  I would  bet 
that  there  isn’t  a single  young  doctor  who 
couldn’t  pay  $100  his  first  year  of  practice,  $200 
the  second,  $300  the  third  year,  $400  the  fourth 
and  $500  the  fifth.  With  that,  his  annual  dues 
and  his  initial  $1,000  are  all  paid.  From  then  on, 
he  coasts  at  $100  a year.  Don’t  forget,  the  dues 
will  undoubtedly  be  tax  deductible.  Lastly,  it 
is  quite  probable  that  the  Board  of  Directors 
will  be  given  the  power  to  extend  the  time  limit 
in  special  hardship  cases. 

ELIGIBILITY 

Eligibility  for  disaster  benefits  should  probably 
extend  from  the  payment  of  the  first  $100  into 
the  Fund.  It  is  granted  that  this  could  mean  that 
a doctor  could  pay  in  $100,  become  disabled 
and  then  collect  several  thousand  dollars  a year 
for  life.  This  is  a chance  we  would  have  to  take. 
Perhaps  it  would  be  necessary  to  make  new 
members  above  a certain  age  have  a waiting 
period  or  present  a doctor’s  certificate  of  good 
health  in  order  to  become  immediately  eligible. 

Eligibility  for  voluntary  retirement  benefits 
should  probably  require  at  least  ten  years  mem- 
bership in  the  Arizona  Medical  Association  with 
at  least  five  of  the  ten  years  coming  after  the 
institution  of  the  plan.  Sueh  a waiting  period 
would  be  necessary  to  keep  doctors  who  are 
already  of  retirement  age  from  moving  to  Ari- 
zona, contributing  their  $1,000  plus  $100  for 
the  first  year’s  dues  and  then  retiring.  A mini- 
mum voluntary  retirement  age  of  60  or  65  years 
of  age  should  be  required. 


HOW  MUCH  BENEFITS? 

Actuarily,  it  is  probably  completely  impossible 
to  predict  how  much  each  of  the  beneficiaries 
could  receive  from  the  plan.  It  would  depend 
entirely  on  the  assets  or  estates  of  the  doctors 
who  became  totally  disabled  or  who  died.  My 
own  feeling  is  that,  after  the  fifth  year  (when 
the  initial  $1,000  payments  of  the  present  mem- 
bers are  all  paid)  the  Fund  could  guarantee  to 
every  disabled  doctor  or  to  the  surviving  wife 
or  minor  children  of  every  deceased  doctor  an 
annual  income  of  at  least  $5,000  per  year.  The 
guaranteed  income  could  even  be  higher  during 
years  of  special  need  such  as  the  college  years 
of  the  children. 

Every  disabled  doctor  or  his  surviving  family 
would  receive  consideration  for  this  income  as 
a right  but  would  have  to  pass  a means  test. 
The  benefits  would  be  given  from  the  Fund  as 
gifts. 

Benefits  to  voluntarily  retired  doctors  would 
come  after  the  needs  of  the  involuntarily  retired 
or  deceased  doctor’s  families  have  been  taken 
care  of.  If  there  is  still  income  left  in  the  Fund, 
each  voluntarily  retired  doctor  would  receive 
an  equal  share  of  the  remainder  as  a gift  and 
without  a means  test. 

PABTICIPATION  BY  OTHEB  STATES 

I would  not  be  too  unhappy  to  have  the  doc- 
tors of  Nevada,  New  Mexico  or  any  and  all 
states  join  in  to  make  a Joint  Benevolent  and 
Loan  Fund  with  us.  I would  say  that  if,  within 
one  year,  any  other  State  Association  wished  to 
assess  their  members  in  similar  fashion  and  join 
with  us,  we  should  welcome  them.  In  fact,  if 
the  American  Medical  Association  wished  to 
sponsor  such  a plan  and  could  get  the  par- 
ticipation of  all  the  states,  this  would  be  the 
best  of  all  and  I would  not  be  averse  to  adding 
our  present  Benevolent  and  Loan  Fund  to  the 
national  plan  to  help  get  it  going.  If  there  were 
such  a national  plan,  it  would  naturally  be  ad- 
ministered by  state  committees  under  general 
rules  laid  down  by  a national  study  group. 

If  a plan  such  as  this  were  to  be  started  na- 
tionally, I’m  sure  that  all  talk  from  doctors  urging 
that  the  medical  profession  go  under  Social 
Security  would  suddenly  vanish  like  a morning 
mist.  This  plan  could  offer  so  much  more  for 
so  much  less  outlay  that  no  one  would  prefer 
Social  Security.  All  doctors  would  then  speak 
with  one  voice  and  on  this  subject  there  would 
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be  no  question  whether  the  AMA  was  speaking 
for  all  of  the  doctors. 

FINALLY  - 

I ha\e  paid  out  in  the  last  ten  years  over 
$20,000  in  health  and  accident  insurance,  mort- 
gage insurance,  fire  and  automobile  insurance, 
malpractice  insurance  and  other  forms  of  tem- 
porary insurance.  I have  never  collected  anything 
from  any  of  these  policies  and  I’m  glad  that  I 
haven’t.  All  I have  to  show  for  my  money  is  a 
stack  of  cancelled  checks.  I intend  to  continue 
to  pay  for  such  insurance.  However,  one-tenth 
of  this  amount,  paid  into  the  Benevolent  and 
Loan  Fund,  would  have  given  me  more  satisfac- 
tion than  all  of  this  insurance  and  my  capital 
would  still  be  in  the  Fund  to  continue  to  give 
me  protection. 

What  the  whole  proposition  boils  down  to  is 
this,  HOW’  MUCH  IS  IT  WORTH  TO  HAVE 
PEACE  OE  MIND?  To  my  way  of  thinking,  the 
true  peace  of  mind  which  this  projected  fund 
would  provide  is  worth  far  more  than  the  aver- 
age cost  of  $200  a year  in  the  next  10  years  or 
the  average  cost  of  $166.66  over  the  next  20 
years.  Although  this  Eund  would  not  be  true 
insurance,  try  to  find  an  insurance  policy  which 
could  do  as  much  for  you. 

Carl  A.  Holmes,  M.D. 

Phoenix,  Arizona 


Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Orthopedic  • Acute  or  Chronic 

• Post-Operative  • Geriatric  • Convalescent 

• Non-Sectarian  ® Medical  Doctor  of  your  choice 

LISTED  by  American  Hospital  Association 

24  Hr.  Professional  Nursing  — R.N.'s  on  all  shifts. 

Phones:  MA  4-1562  — MA  3-1391 
1501  N.  3rd  Ave.  Tucson,  Arizona 

Alberta  M.  Lovett,  President 
Charles  H.  Schmid,  Treasurer 
Katharine  C.  Schmid,  Director,  Admission-Patient  Services 

BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


PHYSICIANS  CASUALTY  & HEALTH 


ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 
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Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer' 
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New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode, showthat  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcer  ■ gastritis  agastric  hyperacidity 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  uith  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  USUAL  dosage: 
1 TABLET  Q.I.D. 


(g)  (carisopnu  . : • , 

Wallace  Laboratories,  Cranbury,  ^ Jersey 
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Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  • Miami  - Wickenburg 


C L A S S I F I E 


“General  practitioner  in  Tucson  desires  doctor 
to  take  over  practice  for  one  year  starting  July  1, 
with  partnership  after  that  time  if  he  desires  to 
stay.  Please  contact  Adele  C.  Ward,  AA.D.,  744 
North  Stone,  Tucson,  Arizona." 


CLINIC  MANAGER 

Experienced  clinic  manager  available.  For 
complete  brochure  write  Box  CL-9  % Arizona 
Medicine. 


A Symbol 
to  Support . . • 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  CONVENIENT  LOCATIONS 

NORTH  CENTRAL  MEDICAL  BLDG. 

2021  N.  Central 
And 

PROFESSIONAL  BUILDING 
1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 
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‘B.  W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

V2  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

V2  oz.  and  Vfe  oz. 
(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

The  combined  spectrum 
of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


‘CORTISPORIN’ 


brand  Ointment 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘NEOSPORIN’ 





POLYSPORIN’ 


brand  Antibiotic  Ointment 


® A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram-  , 

brand  Antibiotic  Ointment  Positive  and  gram-nega- 
tive organisms. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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ROBERT  L BEAL,  M.D. 


OTTO  L.  BENDHEIM,  M.D. 


T.  RICHARD  GREGORY,  M.D 


DERALD  G.  MAY,  M.D. 


HAROLD  E.  McNEELY,  Ph.D. 


ROBERT  C.  SHAPIRO,  M.D. 


IRENE  M.  JOSSELYN,  M.D. 


'fmpsycniatry  and  neuroh 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


PHARMACY  DIRECTORY 


Your  Prescription  Store 


DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

AAilburn  F.  Dierdorf 


<^coHsc/a/e  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Vul.  18,  No.  7 


Arizona  Medicine 


59A 


Reprints 

The  Herrenvolk  Ride  Again 


NOTES  OF  A SOVIET  DOCTOR.  By  G.  S. 
Pondoev,  M.D.,  (Translated  from  the  2nd  Rus- 
sian Ed.)  Foreword  by  lago  Galdston,  M.D. 
238  pages.  New  York:  Consultants’  Bureau,  1959. 

“The  Soviet  doctor  is  a character  unprece- 
dented in  the  history  of  medicine.  His  undoubted 
superiority  over  the  doctor  in  capitalistic  coun- 
tries, with  his  so-called  Tree’  medical  profession, 
stands  out  clearly.” 

This  theme  recurs  in  every  chapter  of  Dr. 
Pondoev’s  book.  The  reason  for  this  pre-eminence 
is  clear  — at  least  to  Dr.  Pondoev;  it  is  the  ap- 
plication of  the  ideas  of  those  eminent  physicians 
and  scientists  Marx,  Engels,  and  Lenin  ( why  not 
Trotsky?)  to  the  problems  of  medical  practice, 
teaching,  and  research.  It  is  regrettable  that 
Dr.  Pondoev  nowhere  makes  it  clear  how  — or 
indeed  whether  — these  ideas  actually  apply. 
However,  he  does  buttress  his  own  views  with 
many  allusions  to  the  words  or  ideas  of  Pavlov. 
For  example,  standing  as  a separate  paragraph 
in  the  middle  of  page  196  is  the  following 
pregnant  comment: 

“I.  P.  Pavlov  taught  us  that  we  must  never 
think  that  we  know  everything.” 

There  are  few  who  will  disagree  with  Pavlov, 
or  with  anyone  else  who  made  a similar  com- 
ment. In  the  same  vein  are  reiterated  statements 
to  the  effect  that  Pavlov’s  teachings  show  that 
loud  noises  and  foul  smells  are  undesirable  in  a 
hospital.  Pavlov  would  be  outraged,  or  perhaps 
amused,  by  his  having  been  transformed  into  a 
god  by  men  whom  he  despised.  The  fact  that 
Dr.  Pondoev  seems  to  find  it  necessary  to  lend 
support  to  many  trivialities  by  ascribing  them 
to  some  Soviet  hero  is  probably  significant. 

Dr.  Pondoev  nowhere  explains  why  the  great 
biologists  and  physicians  of  Russia  — Sechenev, 
Metchnikoff,  Bechterev,  Tsion,  Kernig,  Korsa- 
koff, Wedensky,  Pavlov,  Maximov,  etc.  — were 

EclitoriiU  reprinted  from  Medical  Science,  Vol.  9,  No.  7,  April 
1961  by  permission. 


able  to  achieve  what  they  did  in  the  40  years 
before  the  Soviet  doctor  was  created,  whereas 
nothing  comparable  has  occurred  in  Soviet 
biology  or  medical  science.  ( Soviet  accomplish- 
ments in  physics,  mathematics,  and  soil  science 
— the  Russians  lead  the  world  by  far  in  the 
last  — need  no  exposition  here.  These  accomp- 
lishments merely  emphasize  (a)  that  it  is  not 
correct  to  lump  all  sciences  together,  (b)  that 
nonbiologic  sciences  can  thrive  under  a dicta- 
torship, and  (c)  that  biologic  sciences,  which 
include  consideration  of  man’s  relation  to  his 
environment,  thereby  involve  matters  that  the 
dictatorship  reserves  as  its  own;  they  inevitably 
come  into  conflict  with  the  dictatorship  and  must 
therefore  assume  distorted  forms.) 

Dr.  Pondoev’s  book  is  full  of  useful  pointers 
for  physicians:  Never  make  a diagnosis  without 
examining  the  patient;  do  not  accept  the  doc- 
trines of  homeopathy  without  proof;  always  un- 
dress the  patient  before  examining  him  or  her, 
making  necessary  allowances  for  feminine 
modesty;  never  tell  a patient  in  a horrified  voice 
that  his  blood  pressure  is  280;  be  kind  to  medical 
students;  treat  the  patient  as  a whole;  etc.  The 
author’s  repetition  of  the  bald  statement  that  the 
Soviet  physician’s  aim  is  to  increase  the  laborers’ 
work  output  would  startle  even  the  most  con- 
servative industrialists  of  this  country. 

Dr.  Pondoev’s  pitifully  naive  book  is  unwitting- 
ly one  of  the  strongest  arguments  against  the 
Soviet  system  to  be  found  anywhere.  Its  author 
either  finds  it  necessary  to  produce  a collection 
of  trivia  or  else,  after  40  years  under  the  Sox  iet 
dictatorship,  has  liecome  unaware  that  he  has 
produced  one. 

The  reiteration  of  the  idea  of  the  Sox'iet  citi- 
zens’ superiority  and  of  M’esteru  Europe’s  deca- 
dence is  strangely  reminiscent  of  the  pronounce- 
ments of  certain  Germans  who  went  into  eclipse 
with  the  collapse  of  Nazism.  Howexcr,  the  ideas 
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of  their  own  superiority  held  by  the  Communists 
and  the  Nazis  have  different  origins.  The  Nazis, 
of  course,  insisted  on  the  inherent  superiority  of 
their  ill-defined  race.  The  Communists,  on  the 
other  hand,  have  adapted  to  their  own  purposes 
the  ancient  idea  of  Moscow  as  “the  third  Rome.” 

In  the  fifth  century  Constantinople  was  called 
“the  second  Rome.”  When,  in  the  hope  of  ob- 
taining aid  against  the  Turks,  the  delegates  of 
the  Eastern  Orthodo.x  Church  accepted  union 
with  the  Roman  Church  at  the  Council  of 
Ferrara-Florence  in  1438-39,  the  Russians  were 
horrified  by  what  they  considered  the  betrayal 
of  their  religion  to  heretics  ( D.  Stremooukhoff, 
“Moscow  the  third  Rome:  Sources  of  the  doc- 
trine,” Speculum,  XXVIII  [1933],  84).  The  fall 
of  Constantinople  shortly  afterwards  was  fol- 
lowed by  the  growth  of  the  Russians’  convictions 
that  they  were  the  only  true  believers  left;  Mos- 
cow became  to  them  “the  third  Rome”  and  Russia 
was  “Holy  Russia,”  “Mother  Russia,”  etc.  Its 
rulers  were  called  czars,  i.e.,  Caesars.  “Holy 
Russia”  was  believed  to  have  a more  legitimate 
right  to  call  itself  the  successor  to  Rome  than 
had  the  “Holy  Roman  Empire  of  the  German 
People”  (ruled  by  kaisers,  i.e.  Caesars)  because 
the  Holy  Roman  Empire  was  heretical  in  the 
eyes  of  the  Orthodox. 

The  idea  of  Russia  as  the  conservator  of  all 
true  knowledge  is  therefore  an  ancient  one,  and 
it  is  no  surprise  that  the  present  rulers  of  Russia 
find  it  useful.  This  belief  of  the  Russians  has 
seriously  injured  the  biologic  sciences  in  the 
territories  under  their  control.  It  may  seriously 
injure  the  rest  of  the  world  if  allowed  to  spread. 

Dr.  Pondoev’s  book  has  been  a great  success 
in  Russia. 

M.D.A. 


NEW  DIAGNOSTIC  TEST  FOR 
LUPUS  ERYTHEMATOSUS 

A simple  diagnostic  test  which  allows  accurate 
screening  of  large  numbers  of  patients  for  dis- 

Reprinted  from  Public  Health  Reports,  Vol.  75,  No.  10,  Oc- 
tober 1960  by  permission. 


seminated  lupus  erythematosus  in  a short  time 
has  been  developed  by  public  health  scientists 
at  the  National  Institutes  of  Health,  Public 
Health  Service. 

A connective  tissue  disease  related  to  rheuma- 
toid arthritis,  lupus  erythematosus  is  far  more 
common  than  indicated  by  past  statistics.  Mani- 
festations may  include  blood,  kidney,  or  nerve 
disorders,  mental  disease,  arthritis,  and  butter- 
fly rash  of  the  face  and  may  appear  simultane- 
ously. There  may  be  no  serious  complications  for 
years,  but  in  its  acute,  disseminated  form,  it  is 
frequently  fatal. 

The  test,  similar  to  that  devised  earlier  for 
rheumatoid  arthritis,  consists  of  adding  a drop 
of  the  patient’s  serum  to  bentonite  sensitized  by 
desoxyribonucleic  acid.  If  the  disease  is  present, 
flocculation  occurs  after  about  15  minutes  of 
agitation. 

Clinical  results  are  described  by  John  Bozice- 
vich,  who  heads  the  Basic  Immunology  Section, 
Laboratory  of  Immunology,  and  Dr.  John  P. 
Nason  and  Dr.  Donald  E.  Kayhoe  of  the  Labora- 
tory of  Clinical  Investigations  in  the  National 
Institute  of  Allergy  and  Infectious  Diseases, 
Public  Health  Service,  reporting  in  the  Proceed- 
ings of  the  Society  for  Experimental  Biology  and 
Medicine,  March  1960. 

Advantages  of  the  test  are  the  elimination  of 
the  need  for  fresh  whole  blood,  required  by 
the  cell  test,  and  its  high  specificity.  Six  persons 
with  frank  rheumatoid  arthritis  gave  positive 
reactions  for  lupus  with  the  former  test,  but  all 
were  found  negative  with  the  flocculation  test. 
Tests  on  eight  lupus  patients  were  conducted 
with  complete  agreement  in  results  with  the 
older  procedure.  For  controls,  138  serum  speci- 
mens from  normal  individuals  or  from  patients 
with  related  and  unrelated  diseases  were  ap- 
praised, with  negative  reactions. 

More  details  of  the  test  appear  in  the  New 
England  Journal  of  Medicine  for  July  7,  1960. 


About  51  per  cent  of  all  maternity  patients  in  this  country  today  see  a doctor 
during  the  first  two  months  of  pregnancy,  and  99  per  cent  of  all  live  births  take 
place  in  a hospital  with  a physician  in  attendance.  Health  Information  Founda- 
tion reports. 
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FLAVORED 

Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 


And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- IVa  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY,  NEW  YORK  18,  N.  Y. 
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•^LABOR^OR\E^^^ 

THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSAAAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 

Diplomates  of  the  American  Boards  of  FATHOLOGY  and  RADIOLOGY 
1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


ijledical  CeHter  OC-^atf  and  Clinical  Xab^tat^Hf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Ptp^esMonal  OC-^a^  and  Clinical  Xahratcrtf 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

^ Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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Future  Medical  Meetings 


Regional  Meetings 


Late  Summer  and  Autumn,  1961 

July  17-20,  1961 

New  Mexico  Chapter,  A AGP 
Ruidoso,  New  Mexico 

July  24-28,  1961 

American  College  of  Chest  Physicians 
Course  on  Cardiopulmonary  Problems 
Denver,  Colorado 

July  27-29,  1961 

University  of  Colorado  Medical  Center 
Dermatology  for  General  Practitioners 
Denver,  Colorado 

August  10-12, 1961 

Rocky  Mountain  Radiological  Society 
Denver,  Colorado 

August  21-25,  1961 

Colorado  University  Medical  School 
Pediatrics 

Estes  Park,  Colorado 

August  23-26,  1961 

Nevada  State  Medical  Association 
and  Reno  Surgical  Society 
Reno,  Nevada 

September  13-15,  1961 

Utah  State  Medical  Association  and 
Rocky  Mountain  Medical  Conference 
Salt  Lake  City,  Utah 


September  18-21,  1961 

Wyoming  State  Medical  Society 
Moran,  Wyoming 

September  21-23,  1961 

Idaho  Academy  of  General  Practice 
Roise,  Idaho 

September  21-24,  1961 
American  Psychiatric  Association 
Fourth  Western  Divisional  Meeting 
Salt  Lake  City,  Utah 

October  1-4,  1961 

Colorado  State  Medical  Society  Annual  Session 
Denver,  Colorado 

October  3-4,  1961 

A.M.A.  Congress  on  Occupatioanl  Health 
Denver,  Colorado 

October  12-14,  1961 

Arizona  Academy  of  General  Practice 
Phoenix,  Arizona 

November  21-29,  1961 
Colorado  Health  Fair 
Denver,  Colorado 

November  27-30,  1961 
A.M.A.  Clinical  Meeting 
Denver,  Colorado 


64A 


Arizona  Medicine 


July,  1961 


PHYSICIANS’  DIRECTORY 


ALLERGY 

E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
American  College  of  Allergists 
American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  ALpine  8-8074 

Phoenix,  Arizona 


A.  L.  LINDBERG,  M.D. 
JOHN  W.  VOSSKUHLER,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 


THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.  — Alvin  L.  Swenson,  M.D. 

Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D. 

T.  H.  Taber,  Jr.,  M.D. 

Fellows  of  the  American  College  of  Surgeons 
Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  - Phoenix,  Arizona  - CR  7-621 1 
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Plastic  and  Reconstructive  Surgery 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-57T3  — Phoenix,  Arizona 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 


JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 


PSYCHIATRY 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 

1515  N.  9th  St.  Phoenix,  Arizona 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 


AM  6-0630 


224  E.  Thomas  Rd. 


Phoenix,  Arizona 


SPEECH  PATHOLOGY 

ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 


510  Professional  Bldg. 
Phone  ALpine  3-4105 


1313  N.  Second  St. 
Phone  ALpine  8-3484 


Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 

550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 
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Glenbrook  Laboratories  61 A 

Hillcrest  Medical  Center  53A 

Hobby  Horse  Ranch  School 4A 


Schering  Corporation  23 A 

Searle,  G.  D.  & Co 27A 

Squibb,  E.  R.  & Sons  42A 

Standard  Brands  30A 


Laboratory  Directory  62A 

Las  Encinas  18A 

Lilly,  Eli  & Company Cover,  26A 

Loftin’s  Business  Forms  4A 

Lorillard,  P.  & Co 34A 


Upjohn  Co 22 A 

Wallace  Laboratories  17A,  35A,  55A 

Wayland  Drugs  56A 

Wesson  Oil  & Snowdrift  Sales  Co 20A,  21 A 

Winthrop  Laboratories  3A,  18A,  43A,  54A 


The  new  Edison  FA/VOV  dictating  machine  jnst 

$219.50 


DOCTORS!  The  new  Envoy  includes  fea- 
tures that  will  help  you  whip  through 
paperwork  faster  than  you'd  ever  have 
thought  possible  with  a machine  priced 
so  low!  And  it's  backed  by  Edison  Voice- 
writer  and  its  nationwide  service  organi- 
zation. 


BE  OUR  GUEST!  Use  the 
new  Envoy  in  your  own 
practice  for  3 full  days 
without  charge.  Call  to- 
day. 


OFFICE  EOillPMENI  CENTER 


801  W.  Indian  School  Rd.  • Phoenix,  Ariz. 

AM  4-4141 


AN  AMES  GLINIQUIGK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore, day-to-day 
control  of  diabetes  is  in  the  patient's  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.^  its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  V4%,  V2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%."  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 
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Standardized  urine-sugar  test. ..with 
COLOR-CALIBRATED  GRAPHIC  ANALYSIS  record 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  ,re- 
BRAND  Reagent  Tablets  fill  contains  this  physician-patient  aid.  ouei 
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earlier  detection  of  peripheral  vascular  disease 
key  to  improved  therapeutic  response 


In  practically  all  peripheral  vascular  disease  cases  where  marked 
occlusion  with  severe  ulceration  or  frank  gangrene  has  not  de- 
veloped, patients  can  be  assured  that  excellent  treatment  is  avail- 
able and  many  symptoms  can  be  relieved^  Routine  palpation  of 
peripheral  pulses-  and  performance  of  clinical  tests  for  peripheral 
arterial  disease'^  will  help  earlier  diagnosis.  Consequently  treat- 
ment can  be  instituted  sooner,  improving  likelihood  of  a favorable 
response  to  therapy. 
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Isoxsuprine  hydrochloride,  Mead  Johnson 


myo-  -vascular  relaxant 


increases  deep  peripheral  circulation  by  direct  action 
...without  troublesome  side  effects 

VasodIlan’s  record  of  safety  and  effectiveness  in  the  management  of  periph- 
eral vascular  disease  has  been  established  clinically. Clarkson  and  Le  Pere 
report:  With  strictly  a clinical  office  approach,  isoxsuprine  [VasodIlan]  was 
used  in  the  treatment  of  100  patients  with  peripheral  vascular  disorders.  Defi- 
nite clinical  improvement  was  obtained  in  89  per  cent  of  these  patients.”^  They 
further  state:  ‘Tn  particular,  the  symptoms  of  pain,  cramping,  numbness,  and 
cold  were  consistently  relieved.”^ 


Contraindications  — 'There  are  no  known  contra- 
indications to  oral  administration  of  VasodIlan 
in  recommended  doses. 

Confions  — VasodIlan  should  not  be  given  immedi- 
ately postpartum  or  in  the  presence  of  arterial 
bleeding'.  Parenteral  administration  is  not  rec- 
ommended in  the  presence  of  hypotension  or 
tachycardia.  Intravenous  administration  is  not 
recommended  because  of  the  increased  likelihood 
of  side  effects. 

Side  effects  — Few  side  effects  occur  when  given  in 
recommended  doses.  Occasional  palpitation  and 
dizziness  can  usually  be  controlled  by  dosage  ad- 
justment. Single  intramuscular  doses  of  10  mg.  or 
more  may  result  in  hypotension  or  tachycardia. 
Dosaye  and  administration  — Ora\  — 10  to  20  mg. 
( 1 to  2 tablets)  t.i.d.  or  q.i.d.;  I.M.  — .5  to  10  mg. 
b.i.d.  or  t.i.d. 


Supplied  — 10  mg.  tablets,  bottles  of  100;  2 cc.  am- 
puls (5  mg./cc.)  for  intramuscular  use,  boxes  of  6. 
For  complete  details  on  indications,  dosage,  ad- 
ministration and  clinical  background  of  VasodIlan, 
see  the  brochure  of  this  product  available  on  request 
from  Mead  Johnson  Laboratories,  Evansville  21, 
Indiana. 

References:  (1)  Lieberman,  J.  S.:  GP  21:133-143 
(March)  1960.  (2)  DeWeese,  J.  A.:  New  England  J. 
Med.  26'2:1214-1217  (June  16)  1960.  (3)  Winsor,  T. : 
Peripheral  Vascular  Diseases:  An  Objective  Ap- 
proach, Springfield,  Illinois,  Charles  C Thomas, 
1959,  pp.  457-458.  (4)  Kaindl,  E;  Samuels,  S.  S.; 
Selman,  D.,  and  Shaftel,  H.:  Angiology  10:185-192 
(Aug.)  1959.  (5)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M.: 
Angiology  11:190-192  (June)  1960.  (6)  Samuels, 
S.  S.,  and  Shaftel,  H.  E.:  J.A.M.A.  17:142-145 
(Sept.  12)  1959. 
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what  does 
high”ABA” 
mean  to  you? 


U.C.  MEDICAL  CENTER  LIDRARY 

AUG  15  1961 

San  FranciscO/  22 

High  serum  levels  of  antibacterial  activity  mean  fewer  treat- 
ment failures  in  severe  infections  or  in  infections  only  mar- 
ginally sensitive  to  penicillin.  In  other  words,  high  “ABA” 
means  . . . 
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consistently  dependable  clhiical  results 

v-ciLLiN  r 


(penicillin  V potassium,  Lilly) 

produces  antibacterial  activity  in  the  serum  against  penicillin- 
sensitive  pathogens  which  is  unsurpassed  by  any  other  form  of 
oral  penicillin  and  is  less  affected  by  the  presence  of  food  in  the 
stomach. 

Now  at  lower  cost  to  your  patient 
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in  the  life  of  your  patient . , 


large 
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BENADRYL  Hydrochlortde  {diphenhydramine  hydrochloride,  Parke-Davis)  is  available 
in  a variety  of  forms' fncluding:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets® 
{enteric-coated  tabllt^}  of  50  mg.;  in  aqueous  solutions.-  1-cc.  Ampoules,  50  mg.  per 
cc.;  10-  and  30-cc.  SfesrI-Vials,®  10  mg.  per  cc.;  Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
(water-miscible  Kapseals  of  50  mg.  BENADRYL  Hydrochloride  with  25  mg. 

ephedrine  sulfate.- Avoid  subcutaneous  or  perivascular  injection.  Single 
parenteral  dosage  greater  than  100  mg.  should  be  avoided,  particularly  in  hyperten- 
sion and  cardiac  disease.  Products  containing  BENADRYL  should  be  used  cautiously 
with  hypnotics, or  other  sedatives;  if  atropIne-like  effects  are  undesirable;  or  if  the 
patient  enga^a, In  activities  requiring  alertness  or  rapid,  accurate  response. 
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relieves  the  symptoms  of  seasonal  allergy 

What  may  be  insignificant  undergrowth  to  some,  can  seem  to  engulf 
others  who  suffer  from  weed-pollen  allergy.  For  such  patients,  benadryl 
provides  a twofold  therapeutic  approach  to  the  management  of  distress- 
ing symptoms. 

antihistaminic  action  A potent  antihistaminic,  benadryl  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 


antispasmodic  action  Because  of  its  inherent  atropine-like  prop- 
s,.  erties,  benadryl  affords  concurrent  relief  of 
bronchial  and  gastrointestinal  spasm. 

PARKE,  DAVIS  i.  COMPANY,  Detroit  32,  Michigan 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof”  of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

- dependable  vasoconstrictor 
and  decongestant . 

Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof,  ' 
pocket  size 

squeeze  bottles  of  20  cc. 
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ley, M.D.  (I’uma);  Oscar  W.  Thoeny,  M.D.  (Phoenix);  Hugh 
C.  Thompson,  Jr.,  M.D.  (Tucson);  Florence  B.  Yount,  M.D. 
(Prescott). 

HISTORY  & OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Chairman  (Phoenix);  Edward  M.  Hayden,  M.D.  (Tuc- 
son); Darwin  W.  Neubauer,  M.D.  (Tucson);  Abe  I.  Podol- 
sky, M.D.  (Y’uma);  Howell  S.  Randolph,  M.D.  (Phoenix); 
Paul  L.  Singer,  M.D.  (Phoenix). 

INDUSTRIAL  RELATIONS  COMMITTEE:  John  H.  Ricker, 

M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D.  (Flagstaff); 
Juan  E.  Fonseca,  M.D.  (Tucson);  Oscar  W.  Friske,  M.D. 
(Ajo);  Charles  P.  Neumann,  M.D.  (Tucson);  Robert  W. 
Weber,  M.D.  (Tucson). 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Co-Chair- 
man (Phoenix);  MacDonald  Wood,  M.D.,  Co-Chairman 
(Phoenix);  Derrill  B.  Manley,  M.D.  (Phoenix);  John  S.  Carl- 
son, M.D.  (Nogales':  Ben  P.  Frissell.  M.D.  (Phoenix);  Paul 
B.  Jarrett,  M.D.  (Phoenix);  W.  Shaw  McDaniel,  M.D. 
(Phoenix);  James  E.  O’Hare,  M.D.  (Tucson);  William  B. 
Steen,  M.D.  (Tucson);  George  C.  Truman,  M.D.  (Mesa). 
MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  John  A.  Eisenbeiss,  M.D.  (Phoenix); 
Benjamin  Herzberg,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D. 
(Tucson);  Donald  A.  Poison,  M.D.  (Phoenix);  Paul  L.  Singer, 
M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  W.  Albert  Brewer,  M.D., 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
W.  R.  Manning,  M.D.  (Tucson);  Dermont  W.  Melick,  M.D. 
(Phoenix);  Clarence  L.  Robbins,  M.D.  (Tucson). 
MEDICO-LEGAL  COMMITTEE:  Wallace  A.  Reed,  M.D.,  Chair- 
man (Phoenix);  Jack  E.  Brooks,  M.D.  (Phoenix);  Robert 
E.  Hastings,  M.D.  (Tucson);  Louis  Hirsch,  M.D.  (Tucson); 
Maurice  Rosenthal,  M.D.  (Phoenix);  George  A.  Spikes,  M.D. 
(Douglas). 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  Robert  N.  Class,  M.D. 
(Tucson);  John  F.  Currin,  M.D.  (Flagstaff);  Ruland  W.  Hus- 
song,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseirh  P.  McNally,  YI.D.  (Prescott). 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D..  Chair- 
man (Phoenix);  James  D.  Alway,  M.D.  (Phoenix);  Otto  L. 
Bendheim,  M.D.  (Phoenix);  W.  Albert  Brewer,  M.D.  (Phoe- 
nix); Orin  J.  Farness,  M.D.  (Tucson);  Ray  Fife,  M.D.  (Phoe- 
nix); Richard  B.  Johns,  M.D.  (Phoenix);  Howard  W.  Kimball, 
M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson);  George 
G.  McKhann,  M.D.  (Phoenix);  Herman  S.  Rhu,  M.D.  (Tuc- 
son); Paul  J.  Slosser,  M.D.  (Yuma);  Gharles  A.  L.  Stephens, 
KI.D.  (Tucson);  Lowell  G.  \Vormley,  M.D.  (Phoenix). 
PROFESSIONAL  LIAISON  COMMITTEE:  Ben  B.  Frissell,  M.D., 
Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  William  G.  Payne,  M.D.  (Tempe); 
Harold  J.  Rowe,  M.D.  (Tucson);  Delbert  L.  Secrist,  M.D. 
(Tucson);  Hugh  M.  Smith,  M.D.  (Tucson);  Noel  G.  Smith, 
M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix);  Roy 
O.  Young,  M.D.  (Flagstaff). 

PUBLIG  RELATIONS  GOMMITTEE:  Roland  F.  Schoen,  M.D., 
Chairman  (Casa  Grande);  Robert  H.  Bullington,  M.D.  (Phoe- 
nix); Howard  W.  Finke,  M.D.  (Superior);  Gharles  H.  Fin- 
ney, M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas);  Ralph 
T.  Irwin,  M.D.  (Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix); 
John  F.  Kahle,  lil.D.  (Flagstaff);  J.  Edwin  Keppel,  M.D. 
(Mesa);  Glarence  H.  Kuhlman,  M.D.  (Tucson);  W.  R.  Plan- 
ning, M.D.  (Tucson);  Clarence  L.  Robbins,  Pl.D.  (Tucson); 
Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix); 
John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins,  M.D. 
(Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  O.  Flynn, 

M.D.,  Co-Chairman  (Tempe);  Clarence  E.  Yount,  Jr.,  M.D., 
Co-Chairman  (Prescott);  James  E.  Brady,  Jr.,  M.D.  (Tucson); 
Richard  E.  H.  Duisberg,  M.D.  (Phoenix);  Fred  L.  Goff, 
M.D.  (Douglas);  Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H. 
Landeen,  M.D.  (Tucson);  William  H.  Lyle,  M.D.  (Y’uma); 
Arthur  R.  Nelson,  M.D.  (Phoenix);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Walter  M.  O’Brien,  M.D.  (Globe);  Edward 
Sattenspiel,  M.D.  (Phoenix);  Roland  F.  Schoen,  M.D.  (Gasa 
Grande);  John  R.  Schwartzmann,  M.D.  (Tucson);  William 
B.  Steen,  M.D.  (Tucson). 
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vertigo  is  reversible 


Mmt  stops  vertigo 

moderate  to  complete 
relief  of  symptoms 
in  9 out  of  10  patients^ 

Prescribe  one  ANTIVERT  tablet  (or  1-2  teaspoonfuls  ANTIVERT  syrup)  3 times  daily,  before 
each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  disorders.  Side  effects 
are  short-lived,  usually  only  harmless  flushing  and  tingling  associated  with  vasodilation.  As 
with  all  vasodilators,  ANTIVERT  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic  acid 
50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


And  for  your  aging  patients— 
NEOBON®  Capsules 
five-factor  geriatric  supplement 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being© 
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WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1961-62  Board  Members 

Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

President  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Safety  . Mrs.  C.  Selby  Mills  (Vivian) 

1844  E.  Keim  Drive,  Phoenix  16,  Arizona 

President-Elect  Mrs.  Erederick  W.  Knight  (Mary) 

618  Central  Avenue,  Salford,  Arizona 

Student  Nurse  Loan  Fund Mrs.  Juan  Fonseca  (Virginia) 

2.50.5  Indian  Ridge  Drive,  Tucson,  Arizona 

1st  Vice  President  Mrs.  Clare  W.  Johnson  (Mary  Ann) 

(Organization  and  Membership  Chairman) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

Workshop  Advisor  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

2nd  Vice  President  Mrs.  John  Kahle  (Rosemary) 

(Program  Chairman) 

2412  N.  Talkington,  Flagstaff,  Arizona 

COUNTY  PRESIDENTS  - 1961-62 

Treasurer  Mrs.  Herbert  D.  Welsh  (Lynn) 

Route  8,  Box  18,  Tucson,  Arizona 

Coconino  County  Mrs.  James  Wenzel  (Nancy) 

2143  N.  Navajo  Drive,  Flagstaff,  Arizona 

Recording  Secretary Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Gila  Gounty  Mrs.  William  G.  Fowkes  (Jean) 

Box  1207,  Miami,  Arizona 

Gorresponding  Secretary  . .Mrs.  Bernard  W.  Simons,  Jr.  (Marjorie) 
3423  East  4th  St.,  Tucson,  Arizona 

Maricopa  County  Mrs.  Richard  B.  Johns  (Ruth) 

.508  W.  Rose  Lane,  Phoenix  13,  Arizona 

Director  (1  year)  Mrs.  Robert  H.  Cummings  (Jerrye) 

5830  East  Arcadia  Lane,  Phoenix  18,  Arizona 

Pima  County  Mrs.  Frederick  J.  Hirsch  (June) 

.5817  E.  Fourth  Street,  Tucson,  Arizona 

Director  (1  year)  Mrs.  Robert  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Yavapai  County  Mrs.  Donald  Merkle  (Helena) 

810  Norris  Road,  Prescott,  Arizona 

Director  (2  years)  Mrs.  William  D.  Nelson,  Jr.  (Ellen) 

2808  Vista  Lane,  Yuma,  Arizona 

Yuma  County  Mrs.  Ellis  Browning  (Ohve) 

2200  16th  Place,  Yuma,  Arizona 

STATE  COMMITTEE  CHAIRMEN  - 1961-62 

SOCIEDAD  MEDICA  DE  ESTADOS  UNIDAS  DE 

NORTEAMERICA  Y MEXICO 

American  Medical  Education  Fund  Mrs.  Max  Costin  (Kay) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

Bulletin  Mrs.  B.  E.  Lambrecht  (Lila) 

Box  18.37,  Miami,  Arizona 

President Dr.  Ignacio  Chavez 

Edificio  Profesional,  Pavo  No.  112,  Guadalajara,  Jalisco,  Mex. 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

President-Elect  Dr.  Juan  E.  Fonseca 

2409  E.  Adams,  Tucson,  Arizona 

Chaf)lain  Mrs.  W.  Stanley  Kitt  (Abbie) 

2043  E.  Fourth  Street,  Tucson,  Arizona 

Vice-President  Dr.  E.  Gontreras  Reyna 

Marsella  12.5  Norte,  Guadalajara,  Jalisco,  Mexico 

Community  Service  Mrs.  Thomas  Rowley  (Barbara) 

114  South  Miller  Street,  Mesa,  Arizona 

Secretario  Dr.  Fausto  Zeron  Medina 

Guadalajara,  Jalisco,  Mexico 

Convention  

Secretary  Dr.  M.  A.  Carreras 

130  South  Scott,  Tucson,  Arizona 

Civil  Defense  Mrs.  Paul  Jarrett  (Beverly) 

501  East  Pasadena,  Phoenix  12,  Arizona 

Executive  Secretary  . Byron  Browder 

Tucson,  Arizona 

Finance  Mrs.  Seymour  I.  Shapiro  (Arline) 

.54.3.3  E.  8th  Street,  Tucson,  Arizona 

Secretario  Ejecutivo  Alfredo  E.  Patron 

Mazatlan,  Sinoloa,  Mexico 

Health  Careers  Mrs.  Earl  R.  Baldwin  (Betty) 

3.320  North  Martin  Avenue,  Tucson,  Arizona 

Treasurer  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Tesorero  Dr.  E.  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jalisco,  Mexico 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

COORDINATING  COMMITTEE 

Mental  Health  Mrs.  John  T.  Clymer  (Eloise) 

201  West  Flynn  Lane,  Phoenix  13,  Arizona 

COMITE  COORDINATOR 

Dr.  Harry  E.  Thompson 

Nominating  

Dr.  Hector  Gonzalez  Guevara 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

Dr.  Ignacio  Chavez 

99  West  Northview,  Phoenix  21,  Arizona 

Dr.  W.  R.  Manning 
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Cherniack  and  Cherniack— 
Respiration  in  Health  and  Disease 


A New  Book  ! This  fresh  and  unconventional  ap- 
proach to  the  understanding  of  respiratory  disorders 
bridges  the  gap  between  the  technical  treatises  on 
Pulmonary  Physiology  and  the  purely  descriptive  text- 
books of  Respiratory  Diseases.  It  explains  the  mecha- 
nisms by  which  pathologic  processes  produce  clinical 
findings.  The  authors  first  provide  you  with  a sound 
understanding  of  the  normal  functioning  of  the  respira- 
tory system,  and  then  build  on  this  base  an  explanation 
of  important  types  of  respiratory  disorder,  the  mech- 
anism of  development  of  each  type  of  disorder,  and  the 
way  in  which  such  disorders  produce  symptoms  and 


A New  Book  ! This  highly  authoritative  presentation 
is  devoted  solely  to  the  cervix  uteri  and  its  diseases. 
Special  attention  has  been  directed  to  diagnosis,  clinical 
manifestations,  and  both  medical  and  surgical  treat- 
ment. A richly  illustrated  introductory  section  empha- 
sizes clinical  implications  and  applications  of  anatomy, 
embryology  and  physiology.  Diagnostic  procedures  are 
illustrated  and  meticulously  described.  Dr.  Fluhmann 
explains  techniques  of  office  examination,  cytologic 
study,  analysis  of  cervical  secretions,  the  Shiller  test, 
tissue  biopsies,  colposcopy  and  roentgenographic 
study.  Coverage  of  carcinoma  in  situ  and  of  invasive 


signs.  Throughout  the  text  the  various  explanations  are 
illustrated  by  a series  of  diagrams  and  line  drawings 
which  interpret  the  authors’  ideas  with  remarkable 
clarity.  You’ll  find  coverage  of  scores  of  specific  dis- 
eases including:  Bronchial  asthma — Atelectasis — Cysts 
of  the  lung — Pulmonary  hypertension — Pleural  effu- 
sion— Herniation  of  the  mediastinum — Manifestations 
of  diaphragmatic  disease — Respiratory  insufficiency. 

By  Reuben  M.  Cherniack,  M.D.,  Assistant  Professor  of  Medicine; 
and  Louts  Cherniack,  M.D.,  Assistant  Professor  of  Medicine. 
Both  at  the  University  of  Manitoba,  Winnipeg,  Canada.  About  448 
pages,  6"x9'/4",  illustrated.  About  $11.50.  New — Just  Ready! 


Uteri 

carcinoma  is  exhaustive.  You’ll  find  surgical  treatment 
described  and  illustrated  in  precise  detail.  Criteria  for 
making  a choice  between  radiation  and  surgical  man- 
agement is  analyzed  from  every  point  of  view.  The 
final  section  on  The  Cervix  During  Pregnancy  dis- 
cusses the  Incompetent  Cervix,  Malignant  Neoplasms 
during  Pregnancy,  Traumatic  Lesions,  etc. 

By  C.  Frederic  Fluhmann,  B.A.,  M.D.,  C.M.,  Chief  in  Obstetrics 
and  Gynecology,  Presbyterian  Medical  Center,  San  Francisco; 
Clinical  Professor  of  Obstetrics  and  Gynecology,  Stanford  Univer- 
sity School  of  Medicine.  556  pages,  5’/2"xl0",  with  447  illustra- 
tions. About  $12.50.  New — just  Ready! 


Fluhmann  —The  Cervix 


Tenney  and  Little  — Clinical  Obstetrics 


A New  Book  ! This  sharply  clinical  book  takes  up  24 
problems  which  currently  cause  difficulty  in  the  safe 
delivery  of  mother  and  child.  Based  on  the  present 
viewpoints  and  plans  of  management  in  effect  at  the 
Boston  City  Hospital  and  the  Boston  Lying-in  Hospital, 
it  reflects  the  authors’  own  extensive  experience  in 
handling  some  of  the  most  difficult  and  controversial 
situations  in  clinical  obstetrics.  You’ll  find  full  coverage 
of  such  timely  problems  as:  Heart  disease  in  pregnancy 
— Urinary  tract  infections — Blood  incompatibilities — 
Pelvic  tumors  in  pregnancy — Abortion — Tubal  preg- 
nancy— Cesarian  section — Analgesia  and  Anesthesia — 
Prolonged  labor — Abnormal  presentations — The  use 


of  low  forceps  and  episiotomy — Prematurity — etc.  In 
each  discussion  the  authors  first  present  the  essential 
features  of  the  problem  itself,  with  indications  as  to  its 
frequency  and  importance.  They  then  go  on  to  describe 
the  clinical  aspects  of  the  condition  with  rich  detail  on 
recognition,  diagnosis,  differential  diagnosis,  manage- 
ment and  prognosis. 

By  Benjamin  Tenney,  M.D.,  Director,  Department  of  Obstetrics 
and  Gynecology,  Boston  City  Hospital;  Clinical  Professor  of  Ob- 
stetrics, Harvard  Medical  School;  and  Brian  Little,  M.D.,  Boston 
Lying-in  Hospital;  Instructor  in  Obstetrics,  Harvard  Medical 
School.  About  500  pages,  6'/2"x954",  with  100  illustrations.  About 
$9.00.  New — Ready  in  September! 


Order  from  W.  B.  SAUNDERS  COMPANY  ^mg-i 

West  Washington  Square,  Philadelphia  5 

Please  send  and  charge  my  account: 

□ Cherniacks’  Respiration  in  Health  and  Disease,  about  $11.50 

□ Fluhmann’s  The  Cervix  Uteri,  about  $12.50 

□ Tenney  & Little’s  Clinical  Obstetrics,  about  $9.00 

Name 


Address 


5055  North  34th  St 
AMherst  4- 
PHOENIX,  ARI3 

OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  Medical  Dir^ 


Tlie/  mmL  fttrvioipltme/ 


of  Camelback  Hospital 
IS  one  of  relaxed  Western  living. 

Looking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area. 

The  natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


[_ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATIO 


I bacterial 
acheobronchitis 

’anal^ 
iromptly 

0 gain  precious 
herapeutic  hours 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable -but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  mclud- 
ing  the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 

treatment. 


malba 


your  broad-spectrum 
antibiotic  of  first  resort 


Supplied:  capsules,  each  containing  Panmycin-Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250 
cycline  hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  l()w  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 

and  abdominal  cramps.  , , i„  , ror 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by  product  of  t e 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  Ir  ■■ 
penia  and  agranulocytosis  have  been  , 

treated  with  Albamycin.  Most  of  these  side  efftvt.  ■ - ■ 
disappear  upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  i-  

growth  of  nonsusceptible  organisms,  constant  n -■■  ■'. 
the  patient  is  essential.  If  new  infections  .ippear  du, 
apy,  appropriate  measures  should  be  taken^ 

Total  and  differential  blood  counts  should  I"'  „„.,ihiiiiv 
during  prolonged  administration  of  Alb.imyiin.^  j p^mcnt,  a 
of  liver  damage  should  be  consu --red  if  . P ’ 

metabolic  by-product  of  Albamycin,  .ippoars  in  the 
Panalba  should  be  discontinued  if  alleir'.ic 
not  readily  controlled  by  antlhistaminic  agents  develop. 


t!:--| 

.i.tinely 


♦Trademark,  Reg.  U.S.  Pat.  Off. 


The  Upjohn  Company 


Upjohn 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  . . . for  professional  distribution  only 


"Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  . . . all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels- — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil -winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol  ) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


t 
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USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La, 

.free  copies  of 


Please  send. 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients, 


ADDRESS. 


.STATE. 


.ZONE. 


12A 


Arizona  Medicine 


August,  1961 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  ^ nutritionally  ^ metabolically  ^ mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol,  O.Ul  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
Bi2  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  5 mg.  • Riboflavin 


(B2),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
do.xine  HCl  (Bo),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol,  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 


mental iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHP04), 
35  mg.  • Phosphorus  (as  CaHPOj),  27  mg. 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  K2SO4),  5 
mg.  • Manganese  (as  Mn02),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS,  DOSAGE,  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 

LEDERLE  L A B O R AT  O R I E S , A Division  of  A M E R I C A N CYANAMID  COMPANY,  Pearl  River,  New  York 


once  again, 
an  active 
hand  in 
” doing’’- 


mutually  potentiating  nonsteroid  antirheumatics 

^^supei'ior  to  aspirin”^  and  with  a 'diiglier  'therapeutic  index’”^ 


In  each  yellow  enieric-coatcd 
PaBALATE  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


When  sodium  should  be  avoided — 

PABALATE- SODIUM  FREE 

When  conservative  steroid  therapy  is  indicated — 

PABALATE-HC 

Pabalatc  with  Hydrocortisone 


I.  Barden,  F.  W.,  et  ah;  .1.  Maine  M.  A.  -16:99,  1955. 
2.  Ford,  R.  A.,  and  Blanchard,  K.:  .lournal-I.ancet  78: 1 85,  1 958. 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  Ibrmida  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 


In  each  light  blue  cntcric-coated 
PABAL.VFE-HG  tablet: 

Same  Ibrmula  as  PABAL.A'I'K- 
SODIUM  Free, plus  hydir)Coi- 
tisoue  (alcohol)  . . . 2.5  mg. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


Maliiiif:  today's  /nidiciius  nilfi 
iiih  nrily . . . scd  iris  ti'morrvw's 
with  l>i  > sistniK. 


Lifts  depression.. 


% „ 

piw- 


; •;;;r'?<%« 
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You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


[moothL,  balanced  action  lifts 
epression  as  it  calms  anxiety... 
apidly  and  safely 


alances  the  mood  — no  “seesaw” 
feet  of  amphetamine -barbiturates 
id  energizers.  While  amphetamines 
id  energizers  may  stimulate  the  patient 
^hey  often  aggravate  anxiety  and 
nsion. 

nd  although  amphetamine-barbiturate 
mbinations  may  counteract  excessive 
imulation— t/ic?/  often  deepen  depression. 

1 contrast  to  such  “seesaw”  effects, 
eprol’s  smooth,  balanced  action  lifts 
pression  as  it  calms  anxiety— both  at  the 
me  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibliogfrapliy  (13  clinical  studies,  858  patients):  Alexander,  L.  (35  patients):  Chemotherapy 

ot  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  potients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  J:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speore,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  — New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


[Deprol^’ 


Dosag^e:  Usual  starting-  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:!  mg.  2-(liethylaminocthyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

WALLACE  LABORATORIES/ 
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In  response  to 
innumerable  requests 
from  dermatologists 


Winthrop  Laboratories 
now  ntakes  available 


TRipii 

FOR  LUPUS  ERYTHEMATOSUS  AND 
LIGHT-SENSITIVITY  ERUPTIONS 


WHAT  IT  IS: 

A combination  of  Atabrine®  hydrochloride 
25  mg.,  Aralen®  phosphate  65  mg.  and 
Plaquenil®  sulfate  50  mg. 

WHAT  irs  FOR: 

Treatment  of  lupus  erythematosus  (chronic 
discoid  type)  and  polymorphic  light  eruptions 
(light-sensitivity  eruptions,  solar  urticaria 
or  dermatitis). 


HOW  IT  ACTS: 

Each  of  the  three  components  produces 
beneficial  response  in  lupus  erythematosus 
and  light-sensitivity  eruptions.  Since  the  dose 
of  each  of  the  Triquin  components  is  very 
low,  overall  toxicity  is  reduced  and  clinical 
tolerance  improved.  Furthermore,  the 
three  components  appear  to  act 
synergistically. 

HOW  SUPPLIED: 

Triquin  tablets  in  bottles  of  100,  sold  on 
prescription  only. 

Write  for  TRIQUIN  booldef. 


DOSAGE: 

Lupus.  Average  initial  adult  dose,  1 or  2 
tablets  after  meals  and  at  bedtime.  Dosage 
should  be  reduced  gradually  at  two  week 
intervals  to  1 or  2 daily. 

Light-Sensitivity  Eruptions.  Average  initial 
adult  dose,  1 tablet  after  breakfast  and 
lunch.  May  be  reduced  after  several  weeks  to 
maintenance  dosage  of  1 tablet  daily. 


Triquin,  Atabrine  (brand  of  quinactine),  Aralen  (brand  of  chloro- 
qulne),  and  Plaquenil  (brand  of  hydroxychloroquine),  trademarks 
reg.  U.  S.  Pat.  Off. 


LABORATORIES  New  York  18,  N.  Y. 
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SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 

LANESTA  GEL 

Every  young  couple  about  to  be  married  needs  advice  of  all  sorts,  and  they’ll  get  it,  too  — from  every- 
body — some  good,  some  bad.  But  some  of  the  most  valuable  counsel  they  can  get  — help  in  planning 
their  own  family  — comes  best  from  you.  Their  family  happiness  for  many  years  can  depend  on  what 
you  suggest  to  them,  including  your  recommendation  for  the  use  of  Lanesta  Gel. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
offers  faster  spermicidal  action  because  it  rapidly  diffuses  into  the  seminal  clot.  In  fact.  Gamble 
(“Spermicidal  Times  of  Commercial  Contraceptive  Materials  — 1959”*)  found  the  mean  diffusion 
spermicidal  time  of  Lanesta  Gel  to  be  thf'de  to  seven  times  faster  than  the  mean  diffusion  times  of  ten 
leading  commercially  available  contraceptive  creams,  gels,  or  jellies. 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated.  *cambie,c.  p.:  Am.  Pract.s  Digest,  treat.  ;;:852  (Oct.>  i960. 

A PRODUCT  OF  LANTEEN®  RESEARCH  Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y, 
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The  cigarette  that  made  the  Fitter  Famous! 


KENT 


KING  SI7F ^ 


It’s  true.  Kent’s  enormous  rise  in  popularity — with  all  the  attendant  maga- 
zine and  newspaper  stories — really  put  momentum  to  the  trend  toward  filter 
cigarettes! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And,  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P.  LORILLARD  CO. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 


HOW 


DILODERH 


HELPS  TOUR 


PATIENT  WITH  LESIONS  RESPONSIVE  TO  TOPICAL  STEROIDS 


— rapidly  relieves  itch  and  burning 

spares  embarrassment-.d.„, 

inflammation  quickly 

— buffered  to  approx- 
imate skin’s  acid  mantle,  helps  restore  normal  pH 


lets  him  sleep 


saves  money- 


“measured-dose” 


valve  prevents  waste. 


overmedication 


available  in  variety  of  forms 


— meets  differing  patient  needs  — Foam,  Aerosol  or  Cream 


DILODERM' 

dichlorisone  acetate 

all  forms  also  available  with  neomycin  to  combat  infection 


Now  available,  NEW 
15  Gm.  economy-size 
tube  of  Diloderm  or 
Neo-Diloderm  Cream 


Available  with  or  without  neomycin:  Foam  Aerosol,  10  Gm.  dispenser,  18.75  mg.  dichlorisone  acetate  or  18.75  mg.  dichlori- 
sone acetate  with  37.5  mg.  neomycin  sulfate  (equivalent  to  26.25  mg.  neomycin  base);  Aerosol,  50  Gm.  container,  8.33  mg. 
dichlorisone  acetate  or  8.33  mg.  dichlorisone  acetate  with  16.6  mg.  neomycin  sulfate;  Cream,  5 Gm.  tube,  2.5  mg./Gm. 
dichlorisone  acetate  or  2.5  mg./Gm.  dichlorisone  acetate  with  5 mg./Gm.  neomycin  sulfate  (equivalent  to  3.5  mg./Gm. 
neomycin  base). 

For  complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  N.  J. 


••7BI  JANUARV.  IfCf 
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‘B.  W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


■ 


am 


The  combined  spectrum 
of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


brand  Ointment 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘NEOSPORIN’ 


. ’ ..  . . i - 


brand  Antibiotic  Ointment 


* 


*1* 


brand  Antibiotic  Ointment 


® A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Va  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

W oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vz  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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THESE  23,000 
PEOPLE  IN 
ARIZONA  NEEO 
MEOICAL  HELP 


Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Arizona  there  are  at  least  23,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAO  RACK: 

UBRIUM 

AN  IMPORTANT  AlO  IN  THE  TREATMENT  ANO 
REHABILITATION  OF  THE  PROBLEM  ORINKER 

During  and  after  an  acute  alcoholic  episode.  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 

LIBRIUM®  Hvdrochloride  — 7-chloro-2-methylamino- 
^ ^ . j M 5*phenyl-3H-l,4-benzodi02epine  4-oxide  hydrochloride 

nUCHc 

LABORATORIES  Division  of  Holfmann-La  Roche  Inc. 
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TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon  . . .just  2 a day  for  all  treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically  equiva- 
lent to  1 N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 


119003 


Original  Articles 


Arizona ^alicine 


August,  1961 


Vol.  18,  No.  8 


Modern  Management 
of  Endometriosis 


J.  G.  Moore,  M.D. 
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ENDOMETRIOSIS  is  an  intriguing  disease. 
Its  symptomatology  is  varied  and  inconstant, 
bearing  little  relationship  to  the  extent  of  the 
disease.  Its  pathogenesis  can  be  explained  quite 
plausibly  in  a given  case,  but  the  absence  of  the 
process  in  exactly  clinically  similar  situations  is 
baffling.  The  importance  of  endometriosis  as  a 
clinical  entity  is  attested  by  its  high  incidence, 
by  its  disabling  symptoms,  by  its  relationship  to 
infertility,  by  its  close  dependence  on  ovarian 
function,  and  the  surgical  difficulties  that  it  pre- 
sents. The  not  infrequent  necessity  of  castrating 
the  patient  in  the  course  of  therapy  is  distressing. 

Fortunately  endometriosis  is  usually  not  a dis- 
abling disease.  Years  may  pass  without  progres- 
sion of  the  lesions.  The  condition  is  usually  re- 
sponsive to  suppressive  measures  and  most  grat- 
ifyingly  it  regresses  after  the  menopause.  In  or- 
der to  best  utilize  the  modern  measures  of  sup- 
pressive therapy  with  ovarian  conservation,  it 

Presented  at  the  Arizona  Chapter  of  the  American  College  of 
Surgeons’  Fall  Clinical  Congress,  Tucson,  November  16,  1960. 

From  the  Department  of  Obstetrics  and  Gynecology,  UCLA 
Medical  School,  Los  Angeles  24,  California. 


is  necessary  to  fully  understand  the  incidence, 
symptomology,  and  pathogenesis  of  endometrio- 
sis. 

INCIDENCE 

Endometriosis  is  usually  diagnosed  in  the  un- 
married career  woman  in  her  mid-thirties.  Oc- 
casionally she  is  married,  but  if  so,  she  usually 
is  in  a respectable  financial  bracket  and  has  not 
borne  children.  She  is  often  tense  and  inclined  to 
worry.  These  are  your  most  substantial  private 
patients.  Various  series  indicate  that  10  to  30 
per  cent  of  private  patients  coming  to  laparoto- 
my will  have  endometriosis. 

By  contrast,  the  unworried,  somewhat  obese, 
indigent  mother  of  many  children  will  seldom 
develop  endometriosis.  On  the  indigent  services 
only  1 to  2 per  cent  of  pelvic  laparotomies  will 
uncover  endometriosis. 

Endometriosis  usually  becomes  symptomatic 
in  the  thirties.  However,  it  may  occur  from  the 
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early  twenties  up  to  the  menopause.  Three  years 
ago  we  had  in  our  clinic  a 17-year-old  patient 
with  an  obstructive  lesion  involving  the  rectosig- 
moid segment  of  the  colon.  Most  patients,  how- 
ever, are  diagnosed  in  the  fourth  decade  of  life. 

PATHOLOGY 

Endometriosis  in  the  strict  sense  is  endometri- 
osis externa  as  opposed  to  endometriosis  interna 
which  is  more  properly  designated  adenomyosis. 
Adenomyosis  presents  an  entirely  different  pic- 
ture when  viewed  histologically.  It  represents  a 
process  in  which  the  basal  layers  of  endometrium 
extend  deep  into  the  myometrium.  These  pa- 
tients may  have  a somewhat  enlarged,  boggy 
uterus  and  are  frequently  troubled  with  menor- 
rhagia and  dysmenorrhea.  Most  often  adenomy- 
osis is  asymptomatic. 

The  process  of  endometriosis  results  in  grow- 
ing foci  of  endometrial  tissue  found  largely  on 
the  ovaries  and  peritoneal  surfaces  of  the  pelvis. 
These  ectopic  sites  of  endometrial  growth  can, 
but  rarely  do,  occur  in  many  other  areas  of  the 
body  as  will  be  seen  below. 

PATHOGENESIS 

Few  processes  of  medicine  have  intrigued 
gynecologists  quite  so  much  as  the  pathogenesis 
of  endometriosis.  Early  it  was  felt  that  endo- 
metriosis represented  the  growth  of  cell  rests 
coming  from  the  Mullerian  duct  (W.  M7  Rus- 
sell) or  from  the  Wolffian  duct  (Von  Reckling- 
hausen). This  view  is  held  unlikely  at  present. 

In  1921  Sampson  popularized  the  theory  of 
implantation  of  endometrium  transplanted  to  the 
abdominal  cavity  by  the  process  of  retrograde 
flow  along  the  uterine  tubes.  Since  desquamated 
endometrium  has  been  shown  to  be  viable  in 
tissue  culture  and  in  the  abdominal  wall,  since 
the  tubes  are  usually  open  in  endometriosis  and 
since  Scott  and  his  group  have  demonstrated  the 
devolpment  of  endometriosis  in  monkeys  during 
intraperitoneal  menstrual  fistulae,  this  theory 
has  gained  much  acceptance. 

Robert  Meyer  proposed  the  process  of  meta- 
plasia of  the  coelamic  epithelium  to  endometrio- 
sis. Attempts  have  been  made  to  reproduce  this 
mechanism  with  no  success.  It  is  true,  howe\'er, 
that  failure  to  reproduce  it  experimentally  does 
not  eliminate  it  as  a possibility. 


Halban  suggested  dissemination  of  endometri- 
al fragments  by  way  of  the  lymphatics.  In  re- 
cent years  Javert  has  demonstrated  ectopic  en- 
dometrium in  pelvic  lymph  nodes.  It  has  also 
been  observed  in  a greater  degree,  experimental- 
ly in  monkeys. 

The  present  evidence  would  favor  the  im- 
plentation  of  viable  endometrial  fragments  to 
the  peritoneum  by  retrograde  tubal  passage  with 
additional  vascular  (largely  lymphatic)  spread 
to  various  distant  areas.  One  can  logically  ac- 
cept the  vascular  spread  of  endometrium  by 
transpulmonic  spread  or  by  vascular  spread 
along  vertebral  veins.  The  latter  would  explain 
endometriosis  in  such  rare  and  unlikely  sites  as 
the  thigh  and  the  forearm. 

SYMPTOMS 

The  symptoms  of  endometriosis  are  e.xtremely 
variable  and  their  presence,  absence  or  severity 
bears  a somewhat  casual  relationship  to  the  ex- 
tent of  the  process.  Table  I indicates  these  symp- 
toms in  order  of  clinical  importance. 

TABLE  I 

Secondary  Dysmenorrhea 
Menstrual  Aberration 
Premenstrual  Tension 
Dyspareunia 
Pain  at  Defecation 
Associated  Infertility 
Premenstrual  Mastalgia 
Backache 

Very  often  the  patient  with  the  minimal  ex- 
tent of  the  endometriosis  has  the  most  disabling 
symptoms.  It  is  difficult  to  eliminate  the  situa- 
tional or  psychosomatic  aspects  of  such  a pa- 
tient s symptoms.  In  other  instances  an  extreme- 
ly extensive  case  of  endometriosis  ma)-  be  un- 
covered at  an  operation  undertaken  for  large 
asymptomatic  masses.  Dyspareunia  and  pain  on 
defecation  are  related  to  the  extremely  tender 
nature  of  the  endometriotic  implants,  especially 
in  the  cul  de  sac.  Menstrual  aberrations  may  vary 
from  menorrhagia  to  ammenorrhea,  but  in  most 
cases  there  is  prolonged  spotting  of  dark  blood 
between  periods.  This  blood  presumably  is  es- 
caping  slowly  from  the  abdomen  through  the 
tubes  and  uterus  to  the  \'agina. 

Dysmenorrhea  is  largeh^  of  the  type  which  fol- 
lows ovailation  and  is  associated  \\  ith  distressing 
menstrual  molimina.  The  latter  are  disconcert- 
ing and  frequently  associated  with  endometrio- 
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sis.  They  take  the  form  of  premenstrual  tension, 
weight  gain  (fluid  retention),  headaches,  and 
mastalgia.  The  dysmenorrhea  along  with  the 
associated  molimina  are  of  the  secondary  type 
coming  on  in  the  twenties  or  thirties. 

The  association  of  endometriosis  with  infertil- 
ity presents  an  uncertain  correlation.  It  is  true 
that  the  nulliparous  woman  has  more  endometri- 
osis. However,  she  is  not  necessarily  infertile 
because  of  the  endometriosis.  It  is  just  as  likely 
that  she  has  endometriosis  with  nulliparity  rep- 
resenting one  of  the  associated  causative  factors. 
W'omen  with  endometriosis  do  ovulate  and  usu- 
ally have  open  tubes  and  they  not  infrequently 
become  pregnant. 

FINDINGS 

The  characteristic  finding  of  early  endometri- 
osis is  tender  scarring  in  the  cul  de  sac  and  along 
the  uterosacral  ligaments.  Usually,  there  is  re- 
stricted mobility  of  the  uterus  and  it  may  be  the 
site  of  a fixed  retroversion.  Many  used  to  feel 
that  a retroverted  uterus  was  conducive  to  the 
development  of  endometriosis  and  this  may  well 
be  true.  It  does  not  seem  so  obvious  today  and 
the  retroverted  uterus  is  less  worrisome  to  us 
now.  In  the  presence  of  endometriosis  the  retro- 
version is  more  likely  to  become  fixed  in  the  cul 
de  sac  and  very  tender.  In  such  cases  pelvic  con- 
gestion and  dyspareunia  are  more  of  a problem. 
Occasionally  endometrial  implants  are  found  on 
the  cervix  and  in  the  vagina.  They  usually  occur 
as  small  blue  cysts  but  often  present  as  non-spe- 
cific ulcerative  lesions. 

At  operation  endometriosis  may  vary  from 
large  well  encapsulated  cysts,  or  diffusely  dis- 
tributed small  chocolate  cysts,  to  small  peritone- 
al implants  on  the  pelvic  peritoneal  surfaces. 
The  small  implants  have  the  characteristic  black 
puckered  appearance  of  powder  burns.  As  the 
endometriotic  cysts  are  incised  the  syrupy  fluid 
that  is  released  represents  hemolyzed  and  in- 
spissated blood,  whether  the  fluid  is  “chocolate” 
brown  or  “crankcase  oil”  black. 

MANAGEMENT 

The  management  of  the  patient  varies  greatly 
because  of  the  wide  limits  of  the  process  and 
the  varying  symptomatology.  Such  clinical  fea- 
tures as  vaginal  bleeding  or  infertility  necessari- 
ly modifies  the  treatment.  Table  II  outlines  the 


usual  sequence  of  therapeutic  measures  em- 
ployed in  endometriosis. 

TABLE  II 

Managemenl  of  Endomelriosis 

1.  Symptomatic 

2.  Hormonal  Measures 

Pregnancy 

Estrogens 

Progestins 

Andogens 

3.  Operative  Measures 

Cauterize  Implants 
Resect  Cysts 
Uterine  Suspension 
Presacral  Neurectomy 
Uterosacral  Section 
Hysterectomy 

Hysterectomy  and  Oophorectomy 

4.  Irradiation 

SYMPTOMATIG  MANAGEMENT 
The  great  majority  of  women  with  minimal 
degrees  of  endometriosis  can  be  managed  ex- 
pectantly. In  these  cases  the  diagnosis  is  usually 
presumed  from  the  characteristic  symptoms  and 
findings.  Naturally  if  the  patient  has  definite 
pelvic  masses  the  diagnosis  must  be  documented 
by  exploration.  Therapy  in  these  patients  is 
discussed  below.  However,  in  the  absence  of 
sizable  pelvic  masses  and  with  the  diagnosis 
presumed  from  the  symptomatology  and  the 
finding  of  tender  scars  in  the  cul  de  sac,  a peri- 
od of  observation  and  symptomatic  management 
is  perfectly  logical. 

A thorough  explanation  of  the  presumptive  di- 
agnosis, assurance,  and  mild  analgesia  will  carry 
most  women  with  endometriosis.  If  they  are  nul- 
liparous and  young,  they  are  encouraged  to  get 
on  with  their  family  (i.e.  have  children).  In  the 
group  in  their  late  thirties  the  explanation  of  the 
incidence  and  assurance  of  the  unlikelihood  of 
the  process  extending  is  emphasized. 

Very  often  the  dysmenorrhea  and  premenstru- 
al tension  is  sufficiently  severe  to  require  treat- 
ment. Ghlorothiazide  500  mg.  daily  for  5 or  10 
days  prior  to  the  expected  period  is  of  consider- 
able help  in  avoiding  the  fluid  retention  associa- 
ted with  premenstrual  tension.  A mood  elevator 
such  as  the  various  dextroamphetamine  and  bar- 
biturate mi.xtures  is  particularly  effective  for  this 
condition.  Tranquilizers  may  be  of  \ alue  in  some 
cases. 

SUPPRESSION  OF  OVULATION 
When  the  dysmenorrhea  does  not  respond  to 
mild  analgesics,  it  may  be  necessary  to  suppress 
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ovulation.  Anovulatory  menstruation  is  surpris- 
inly  free  of  menstrual  cramps.  Ovulation  may  be 
suppressed  by  estrogens,  progestins,  or  andro- 
gens. Usually  1 mg.  stilbestrol  each  day  for  21 
days  and  then  skipping  seven  days  of  treatment 
is  sufficient  to  provide  an  anovulatory  cycle  ( i.e. 
suppress  ovulation).  Withdrawal  bleeding  com- 
parable to  menstruation  should  occur  during  the 
week  without  medication.  On  subsequent  cycles 
it  may  be  necessary  to  increase  the  daily  dose  up 
to  3 mg.  stilbestrol  in  order  to  keep  ovulation 
from  breaking  through.  It  should  always  be  giv- 
en on  a cyclic  basis  with  three  weeks  of  medica- 
tion and  one  week  of  withdrawal  in  order  to 
mimic  the  menstrual  cycle  and  to  allow  a pre- 
dictable period  of  withdrawal  bleeding  each 
month.  This  method  of  providing  symptom-free 
periods  naturally  would  seem  to  allow  withdraw- 
al bleeding  from  the  endometriotic  sites  as  well 
as  from  the  normal  endometrium  and  is  subject 
to  objection  on  this  ground.  Obviously  suppres- 
sing ovulation  is  not  logical  for  infertility  pa- 
tients with  endometriosis.  It  has  the  more  urgent 
objection  in  many  cases  of  not  thoroughly  re- 
lieving the  symptoms. 

If  suppressing  ovulation  by  cyclic  stilbestrol 
proves  to  be  unsatisfactory,  I9-norethynodrel 
( Enovid ) or  norethindrone  ( Norlutin ) in  10  mg. 
doses  in  the  same  cyclic  fashion  (21/7  days) 
frequently  is  effective,  but  these  progestins  are 
much  more  expensive. 

SUPPRESSION  OF  MENSTRUATION 

In  some  patients  it  may  be  indicated  to  sup- 
press menstruation  completely  and  presumably 
suppress  growth  of  the  endometriotic  implants. 
These  are  the  patients  in  the  following  catego- 
ries: 

1.  Patients  with  severe  symptoms  but  find- 
ings which  are  insufficient  to  warrant 
laparotomy  for  endometriosis. 

2.  Patients  with  proven  diagnosis  with  pro- 
gression of  the  process. 

3.  Poor  surgical  risks. 

Menstruation  is  suppressed  by  giving  increas- 
ing doses  of  I9-norethynodrel  or  norethindrone. 
Usually  the  former  (Enovid)  is  given  orally  ac- 
cording to  the  regimen  of  10  mg.  daily  for  10 
days,  20  mg.  daily  for  the  next  10  days,  30  mg. 
daily  for  the  ne.xt  10  weeks,  and  40  mg.  daily 
thereafter  until  the  24th  week  of  therapy.  This 


highly  potent  progestin  brings  about  a marked 
decidual  effect  with  thrombosis  and  necrosis  of 
the  endometrium. 

Though  this  pseudopregnancy  state  is  main- 
tained for  only  six  months,  there  is  a persistence 
of  the  beneficial  effects  for  varying  periods  of 
time  thereafter.  The  reported  series  have  varied 
in  their  enthusiasm,  but  lasting  beneficial  results 
up  to  as  high  as  85  per  cent  are  claimed.  No  one 
would  disagree  that  a normal  pregnancy  would 
be  more  appropriate  therapy  under  the  proper 
circumstances. 

The  main  disconcerting  side-effect  of  therapy 
with  the  potent  progestins  is  nausea.  Occasion- 
ally it  is  quite  upsetting  early  in  the  pseudopreg- 
nancy (just  as  in  true  pregnancy),  but  it  be- 
comes quite  tolerable  later  on.  Break-through 
bleeding  often  occurs  from  20  to  120  days,  but  it 
is  seldom  a problem.  Occasionally,  following  the 
withdrawal  of  medication,  the  first  period  will 
be  associated  with  the  passage  of  an  endometrial 
cast  and  the  process  may  be  accompanied  by 
cramps. 

Karneky  proposed  the  suppression  of  menses 
(and  endometrial  bleeding)  by  the  administra- 
tion of  increasing  doses  of  estrogens.  Menstrua- 
tion is  therewith  delayed  for  three  to  nine  months 
as  the  original  I mg.  dose  of  stilbestrol  is  in- 
creased up  to  100  mg.  orally  per  day  as  is  neces- 
sary to  delay  menstruation.  The  use  of  this  med- 
ication though  less  expensive  is  less  logical  since 
instead  of  bringing  about  endometrial  necrosis, 
endometrial  hyperplasia  is  actually  produced. 
Break-through  bleeding  is  quite  common,  occa- 
sionally with  serious  hemorrhage. 

Androgens  have  a very  beneficial  symptomatic 
and  suppressive  effect  on  endometriosis  even 
though  menstruation  is  not  suppressed.  Usually 
10  mg.  per  day  of  methyltestosterone  orally  is 
the  desired  dose,  but  the  amount  must  be  titra- 
ted in  each  patient.  Occasionally  side  effects  of 
hirsutism  and  acne  or  increased  libido  prevent 
its  continued  use.  In  other  cases  it  has  been  used 
effectively  for  years.  It  has  most  value  in  the 
patients  with  severe  symptomatology  and  mini- 
mal physical  findings. 

The  most  attractive  feature  of  the  medical 
management  of  endometriosis  is  that  it  allows  a 
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substantial  relief  from  symptoms  and  may  halt 
the  progression  of  the  process  while  ovarian 
function  and  pregnancy  potential  is  preserved. 
It  has  its  most  valuable  place  in  treatment  with 
recurrence  of  symptoms  or  progress  of  the  endo- 
metriosis after  conservative  surgery. 

SURGICAL  MANAGEMENT 

It  seems  only  logical  that  abdominal  explora- 
tion should  be  done  to  confirm  the  presumptive 
diagnosis  when  pelvic  masses  are  present.  Ovari- 
an cancer  must  be  ruled  out  and  early  surgery 
for  endometriosis  of  restricted  extent  is  entirely 
logical.  Surgical  measures  which  remove  the  en- 
dometriosis and  preserve  ovarian  function  is  ex- 
tremely important  in  young  women  and  is  en- 
tirely successful  in  a large  percentage  of  the 
cases.  Surgery  also  puts  the  subsequent  medical- 
suppression  management  of  endometriosis  on  a 
sound  basis. 

Occasionally  the  young  woman  with  restricted 
physical  findings  but  with  maximal  and  disa- 
bling symptoms  is  best  served  by  surgery.  A di- 
latation and  curettage  should  be  done  initially 
to  rule  out  local  causes  of  metrorrhagia  and  dys- 
menorrhea. On  exploration,  resection  of  endo- 
metriotic  cysts  from  the  ovary,  cauterization  or 
resection  of  peritoneal  implants,  uterine  suspen- 
sion and  presacral  neurectomy  (with  severe  dys- 
menorrhea ) can  be  carried  out  with  considerable 
benefit.  Very  often  the  patient  with  severe  in- 
tractable dysmenorrhea  will  prove  to  have  endo- 
metriosis as  a surprise  finding. 

If  the  patient  has  sizable  (7-12  cm.)  pelvic 
masses,  exploration  is  mandatory  to  rule  out  an 
ovarian  neoplasm.  If  the  woman  is  less  than  35, 
every  effort  should  be  made  to  resect  the  endo- 
metriosis and  preserve  ovarian  function.  Some 
feel  that  hysterectomy  will  do  much  to  suppress 
endometriosis  when  the  ovaries  are  left  after  the 
resection  of  endometriotic  cysts.  If  the  woman 
is  over  35  or  40  consideration  should  be  given  to 
a complete  operation  with  removal  of  the  ova- 
ries, tubes,  and  uterus.  If  portions  of  endometri- 
osis cannot  be  removed  in  these  women  and  frag- 
ments are  left  behind,  estrogens  for  the  resulting 
menopausal  symptoms  should  be  prescribed 
with  caution. 

A point  of  considerable  importance  to  the  sur- 
geon involves  the  young  woman  yet  to  bear  chil- 


dren. Very  extensive  dissection  and  wide  ovarian 
resections  can  be  carried  out  and  pregnancies 
may  and  do  result  from  a small  shell  of  ovary. 

LATER  THERAPY 

If  the  endometriosis  progresses  following  con- 
servative surgery,  medical  suppressive  therapy 
or  even  reoperation  is  worthwhile  in  an  effort  to 
preserve  ovarian  activity  and  childbearing  func- 
tion. If  the  woman  is  past  35,  the  second  opera- 
tion should  probably  be  complete.  In  the  woman 
past  45,  whose  endometriosis  progresses  follow- 
ing surgery,  irradiation  castration  would  appear 
to  be  in  order.  Either  1000  roentgens  of  external 
lower  abdominal  irradiation  or  1500  milligram 
hours  of  intracavitary  uterine  radium  will  suf- 
fice. It  should  be  emphasized  that  relatively  few 
women  will  fall  into  this  group. 

SUMMARY  OF  MANAGEMENT 

1.  Most  patients  with  minimal  or  restricted 
degrees  of  endometriosis  will  respond  to  sympto- 
matic treatment. 

2.  Suppression  of  ovulation  by  estrogens  or  the 
high-potency  progestins  is  effective  in  control- 
ling dysmenorrhea  when  necessary.  Androgens 
also  are  often  effective  in  controlling  the  symp- 
toms of  endometriosis. 

3.  Patients  with  moderately  extensive  endome- 
triosis should  be  subjected  to  exploration  for  pur- 
poses of  diagnosis  and  conservative,  definitive 
surgery. 

4.  If  endometriosis  progresses  following  sur- 
gery or  if  symptomatic  treatment  is  unsuccessful, 
suppression  therapy  — pseudopregnancy  with 
the  high  potency  progestins  — is  often  effective 
and  may  provide  lasting  benefits. 

5.  If  endometriosis  recurs  and  progresses  in 
spite  of  medical  suppression  therapy  after  the 
age  of  35  years,  complete  surgery  with  hysterec- 
tomy and  ovarian  ablation  may  be  indicated.  In 
the  rare  patient  in  whom  the  process  recurs  and 
progresses  after  the  age  of  45,  irradiation  castra- 
tion is  in  order. 

6.  Endometriosis  is  not  a problem  after  the 
menopause  unless  stimulated  by  exogenous  estro- 
gens. 
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The  Safety  of  Milk  Supplies 

Hugh  H.  Smith,  M.D.,  M.P.H. 


“OF  ALL  THE  foods  available  to  man  prob- 
ably none  is  of  such  great  importance  as  milk. 
Milk,  if  clean  and  fresh,  has  been  described  as 
the  most  nearly  perfect  food.  Its  very  excellence 
as  a food,  and  its  extensive  use,  especially  for 
children,  make  it  necessary  for  sanitarians  to  ex- 
hibit an  unusual  interest  in  its  quality  — partly 
because  of  its  value  in  human  nutrition,  but 
equally  because  of  its  intimate  relationship  to 
the  public  health.  For  among  all  the  vehicles  of 
disease  there  is  perhaps  none  more  potentially 
dangerous  to  man  than  infected  milk.  This  fact, 
based  upon  the  scientific  discoveries  in  bacteriol- 
ogy during  the  past  40  years,  is  one  of  the  out- 
standing sanitary  conclusions  established  during 
this  period.  Nevertheless,  even  today,  this  im- 
portant relationship  between  dirty  and  contami- 
nated milk  and  possible  disease  is  not  recognized 
as  universally  as  should  be  the  case.  Perhaps  this 
is  in  part  because  milk  has  always  been  one  of 
the  most  trusted  of  human  foods.  Of  high  repute 
for  easy  digestibility;  believed  to  represent  in 
perfection  a natural  dietary;  in  general,  popular 
and  cheap  — milk  has  always  deservedly  held  a 
high  place  in  the  public  esteem.  On  the  other 
hand,  as  informed  physicians  and  sanitarians 
will  testify,  the  use  of  raw  milk  has  been  associ- 
ated altogether  too  frequently  with  diseases  of 
the  epidemic  type;  and  in  spite  of  its  excellent 
reputation  as  a cheap  and  valuable  food,  increas- 
ing attention  has  been  directed  toward  the  prob- 
lem of  making  milk  a safe  food  for  human  con- 
sumption.”(l) 

The  first  milk  epidemic  of  which  there  is  any 
record  was  reported  by  Dr.  M.  W.  Taylor  in  the 
year  1857.  This  was  a typhoid  fever  epidemic  in 
the  city  of  Penrith,  England.  Of  course,  milk  had 
often  been  the  cause  of  epidemics  before  that 
time,  but  no  definite  knowledge  of  the  relation- 
ship of  milk  to  human  disease  was  easy  to  dem- 
onstrate until  the  early  bacteriologists  had  dis- 
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covered  the  causes  of  such  infections.  In  1881, 
Dr.  E.  Hart,  of  England,  published  a large  list  of 
some  50  milk  epidemics  in  which  were  included 
typhoid  fever,  scarlet  fever  and  diphtheria. (2) 

The  invention  of  Babcock,  in  1890,  of  a sim- 
ple and  accurate  method  for  determining  the 
percentage  of  butter  fat  in  milk  resulted  in  a 
marked  up-grading  of  the  standards  of  the  dairy 
industry.  Thus  buyers  were  enabled  to  avoid  the 
purchase  of  watered  milk.  Another  great  epoch 
began  in  1892  when  the  Newark  ( N.J. ) Medical 
Milk  Commission  was  established.  This  group 
led  the  movement  toward  “certified”  milk,  from 
which  grew  the  principles  of  dairy  sanitation, 
bacterial  testing  and  bacterial  standards  that 
have  had  ever  since  that  time  a most  profound 
and  far-reaching  influence  on  every  branch  of 
the  milk  industry.  ( 2 ) 

Between  1892  and  1906,  27  medical  milk  com- 
missions were  organized  in  the  largest  cities  of 
the  USA,  and  in  1907  a National  Association  of 
Milk  Commissions  adopted  uniform  standards 
for  dairy  certification.  During  this  same  period 
commercial  pasteurization  of  milk  by  the  flash 
method  began  to  be  used  to  a small  extent.  ( 3 ) 

The  work  of  Rosenau,  in  1906,  was  important 
for  the  establishment  of  the  thermal  death  points 
of  pathogenic  bacteria  and  on  the  temperatures 
necessary  for  the  proper  pasteurization  of  milk. 
This  led  to  the  development  of  suitable  types  of 
apparatus  for  large  scale  pasteurization  of  milk 
by  the  holding  method,  i.e.,  143°  F.  for  30  min- 
utes. 

In  1908,  the  city  of  Chicago  adopted  the  first 
ordinance  requiring  the  pasteurization  of  all  milk 
excepting  that  of  the  very  highest  sanitary  qual- 
ity. Since  that  time  there  has  been  a steadily 
growing  conviction  throughout  the  United  States 
that  the  pasteurization  of  milk  is  a necessary 
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measure  for  the  protection  of  the  health  of  the 
public. 

As  the  populations  of  cities  began  to  increase, 
the  milk-producing  areas  have  tended  to  recede 
from  the  centers  of  population.  This  has  led  to 
a greater  degree  of  bulking  the  milk  at  the 
source  of  supply,  the  indifferent  milk  often  be- 
ing mixed  with  the  good.  It  can  be  said  in  truth 
that  all  large  bulks  of  raw  milk  are  potentially 
dangerous  to  the  consumer.  In  the  face  of  such 
situations  there  is  now  no  doubt  that  pasteuriza- 
tion of  milk  has  become  a prime  social  necessity. 
Without  pasteurization  it  would  be  difficult  to 
provide  large  urban  populations  with  sweet  milk 
at  economic  prices. 

DISEASES  SPREAD  BY  MILK 

The  diseases  conveyed  by  milk  are:  tubercu- 
losis, typhoid  and  para-typhoid  fevers,  gastroen- 
teritis or  food  poisoning,  diphtheria,  streptococ- 
cal infections  (scarlet  fever  and  septic  sore 
throat),  brucellosis,  foot  and  mouth  disease,  Q 
fever  and  milk  sickness;  also  some  of  the  sum- 
mer diarrheas  of  children.  Poliomyelitis  may 
rarely  be  milk  borne. 

Milk  becomes  infected  from  human  sources, 
usually  on  the  farm,  sometimes  at  the  milk  plant, 
occasionally  in  transportation,  and  rarely  in  the 
household  of  the  consumer.  Sometimes  the  milk 
becomes  infected  as  a result  of  disease  of  the 
animal,  as  in  the  case  of  bovine  tuberculosis, 
brucellosis,  Q fever  and  others.  Eurthermore, 
cows’  udders  may  become  infected  with  human 
pathogens,  particularly  the  types  of  streptococci 
responsible  for  sore  throats  and  scarlet  fever. 

Milk-borne  outbreaks  of  disease  are  nearly 
always  due  to  raw  milk,  often  milk  of  good  qual- 
ity, even  certified  milk.  A few  outbreaks  have 
been  traced  to  milk  labeled  as  pasteurized  which 
either  has  not  been  pasteurized  at  all,  was  grossly 
under-pasteurized  or  was  contaminated  after 
pasteurization  with  raw  milk  or  with  pathogens 
from  cases  or  carriers.  There  is  no  record  of  a 
milk-borne  outbreak  attributable  to  properly 
pasteurized  milk. 

Between  the  years  1907  and  1948,  approxim- 
ately 750  milk-borne  outbreaks  of  typhoid  fever, 
diphtheria  and  streptococcal  infections  were  re- 
ported in  the  United  States.  These  involved  some 
33,500  individuals.  Surveys  conducted  in  some 


states  indicate  that  dozens  of  other  milk-borne 
epidemics  unreported  to  health  departments 
probably  occured  during  this  period.  It  is  grati- 
fying to  note  that  with  the  rapid  extension  of  the 
program  for  sanitation  of  milk  supplies  through- 
out the  country,  the  number  of  disease  outbreaks 
attributable  to  milk  has  declined  sharply  be- 
ginning about  the  time  of  World  War  II. 

Feemster  reporting  on  milk-borne  disease  in 
Massachusetts  for  the  period  1946-1950(5)  states 
that  during  this  time  approximately  99  percent 
of  all  milk  consumed  in  the  state  was  pasteurized. 
No  outbreaks  of  important  milk-borne  disease  oc- 
curred in  Massachusetts  during  that  five-year 
period. 

PASTEURIZATION 

Pasteurization  is  advocated  because  milk  is 
likely  to  convey  the  organisms  responsible  for  a 
number  of  infections  harmful  to  man.  Pasteuri- 
zation effectively  prevents  this  hazard.  It  is  the 
simplest,  cheapest,  least  objectionable  and  most 
trustworthy  method  of  rendering  infected  milk 
safe.  Next  to  water  purification,  pasteurization  is 
the  most  important  single  preventive  measure  in 
the  field  of  sanitation.  (4) 

The  pasteurization  of  milk  supplies  is  not  pro- 
posed as  a substitute  for,  but  as  an  adjunct  to, 
sanitation  and  good  dairy  practice.  Health  de- 
partment inspectors  are  essential  to  ensure  for 
the  public  a clean, safe  dairy  product  of  high 
quality.  The  most  direct  way  to  measure  the 
effectiveness  of  routine  pasteurization  plants  is 
by  making  bacteriological,  biochemical  and 
chemical  tests  on  surprise  samples  of  the  finished 
products  as  offered  to  the  public  for  consump- 
tion. The  discerning  use  of  field  and  laboratory 
tests  supplemented  by  sanitary  inspections  is 
most  likely  to  result  in  effective  control. 

LEGISLATION  FOR  MILK  CONTROL 

In  the  United  States,  the  authority  for  sanitary 
control  of  milk  is  vested  in  the  states  except 
where  interstate  commerce  is  involved.  This  au- 
thority is  derived  from  the  “police  powers ’’  of  the 
states  to  protect  the  health  and  welfare  of  their 
citizens.  In  many  states,  by  legislati\e  act,  au- 
thority for  protection  of  public  health,  including 
sanitary  control  of  milk,  has  been  delegated  to 
municipalities  and  other  local  jurisdictions.  Ex- 
perience has  shown  that  local  super\  ision  is  the 
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best  method  of  exercising  sanitary  control  over 
milk  and  milk  products. 

One  of  the  first  states  to  recognize  the  need 
for  uniformity  of  regulations  for  the  control  of 
milk  was  Alabama.  In  1923,  that  state  requested 
the  United  States  Public  Health  Service  to  co- 
operate with  her  State  Health  Department  in  the 
formulation  of  a state- wide  milk  program.  As  a 
result  of  the  activities  of  these  two  cooperating 
agencies,  a standard  milk  ordinance  was  elabor- 
ated. Since  that  time  the  ordinance  has  been 
changed  and  revised  many  times  to  keep  pace 
with  new  developments  and  technological  im- 
provements in  the  handling  and  processing  of 
milk;  all  revisions  are  acted  upon  by  a board  of 
consutlants,  first  appointed  about  1932  and  now 
known  as  the  Public  Health  Service  Sanitation 
Advisory  Board.  This  Standard  Milk  Ordinance 
has  done  much  to  guide  the  thinking  of  milk 
sanitarians.  However,  the  need  for  uniformity  in 
milk  control  legislation  is  still  apparent.  Too 
many  communities  are  attempting  to  regulate  the 
purity  of  milk  supplies  with  old  and  out-moded 
ordinances  which  fail  to  emphasize  essentials  or 
place  undue  stress  upon  requirements  of  little 
proved  value. 

At  the  present  time  the  milk  ordinance  and 
code  recommended  by  the  USPHS  serves  as  a 
basis  for  regulations  in  36  states  and  has  been 
voluntarily  adopted  by  over  1900  countries  and 
municipalities  throughout  the  United  States. (6) 

The  pasteurization  of  milk  has  had  wide  ac- 
ceptance in  this  country  and  is  directly  respon- 
sible for  the  excellent  control  of  milk-borne  di- 
seases. It  is  estimated  by  the  USPHS  that  90  per- 
cent of  all  the  milk  consumed  by  the  urban  pop- 
ulation is  heat  treated.  Although  the  figures  for 
our  rural  population  are  not  available,  it  is  well 
known  that  pasteurized  milk  is  sold  in  the  rural 
areas  in  ever-increasing  amounts.  In  spite  of  this 
progress,  there  is  still  an  alarming  amount  of  raw 
milk  being  consumed  daily  throughout  the 
nation. 

MILK  IN  ARIZONA 

In  the  early  days  of  this  century  outbreaks  of 
milk-borne  disease  were  common  in  Arizona. 
With  the  establishment  of  the  State  Laboratory 
in  1912,  control  over  milk  supplies  was  tight- 
ened, as  health  officers  and  sanitary  inspectors 


started  a program  of  sampling  and  testing.  The 
first  recorded  outbreak  of  Malta  Fever  in  the 
United  States  occured  in  Phoenix  in  1922.  A herd 
of  milk  goats  was  brought  to  the  city  for  the  pur- 
pose of  selling  goats’  milk.  Cases  of  an  unknown 
fever  kept  occuring  over  a period  of  months  until 
finally  a definite  diagnosis  of  undulant  fever  was 
made.  The  sale  of  goats’  milk  was  then  pro- 
hibited. ( 7 ) 

In  addition  to  the  well  known  communicable 
threats  that  are  prevalent  among  Arizona  milk 
cattle,  a new  danger  has  recently  been  discov- 
ered, that  of  Q fever,  caused  by  a rickettsial 
agent. (8)  (9)  In  some  of  the  herds  tested  for 
Q fever  immunity,  as  high  as  60  percent  show 
a positive  reaction  indicating  previous  infection 
with  the  agent  of  Q fever.  This  serious  type  of  in- 
fection may  be  transmitted  to  man  by  the  con- 
sumption of  infected  raw  milk. 

In  1927,  Arizona,  with  the  cooperation  of  the 
United  States  Public  Health  Service,  launched  a 
program  of  milk  control.  As  a result,  seventeen 
cities  and  towns  of  the  state  adopted  the  USPHS 
Standard  Milk  Ordinance  and  Code. 

In  1956,  the  legislature  made  the  provisions  of 
the  USPHS  Milk  Ordinance  and  Code  applicable 
for  all  of  Arizona.  Unfortunately,  at  the  same 
time  another  article  in  the  law  e.xpressly  de- 
clared that  the  sale  of  raw  milk  is  legal  in  this 
state.  Although  the  sale  of  unpasteurized  milk 
in  Arizona  is  known  to  be  small,  especially  in 
the  urban  areas,  the  potential  hazard  to  the 
public  health  still  exists  and  ought  to  be  elimin- 
ated by  legislative  action. 
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What  to  Expect  From 
Public  Health  in  the  60s 

Clarence  G.  Salsbury,  M.D. 


In  this  essay  the  Commissioner  briefly  reviews  the  history  of  Public  Health  ef- 
forts and  in  particular  their  influence  in  the  United  States  and  Great  Britain.  The 
author  quotes  C.  E.  A.  Winslow,  the  father  of  the  birthright  concept  of  personal 
health,  and  then  at  some  length  describes  the  projected  domains  of  Public  Health 
as  promulgated  by  Dr.  John  J.  Hanlon,  Professor  of  Preventive  Medicine,  Temple 
University.  Some  of  our  critical  readers  may  question  the  need  for  governmental 
excursions  into  one  or  another  of  these  domains  and  for  reasons  quite  apart  from 
the  hoary  plaint  about  “invasion  of  private  practice’’.  In  the  fields  of  chronic 
disease,  and  particularly  those  of  genetic  origin,  the  question  will  arise  as  to  the 
advisability  of  spending  public  monies  for  the  detection  of  cases  of  inborn 
metabolic  error,  the  only  cure  for  which,  in  behalf  of  Public  Health,  is  the  steri- 
lization of  the  individual  who  bears  the  gene  of  defection.  Are  we  in  the  Ameri- 
cas culturally  and  philosophically  prepared  to  undertake  such  a “cure”? 


ABOVE  THE  Hall  of  Records  in  Washington, 
D.  C.  appears  this  legend  “The  past  is  but  pro- 
logue.” 

Perhaps  before  we  predict  the  course  of  Pub- 
lic Health  in  the  60’s  it  would  be  well  for  us  to 
look  briefly  at  the  past  and  present  trends  in 
community  health  care. 

In  doing  this  we  bring  into  better  perspective 
the  problems  that  have  been  met  and  conquered 
in  the  past.  Then,  too,  looking  at  the  recent  im- 
portant advances  in  Public  Health  practice  gives 
us  courage  to  face  the  new  challenges  of  tomor- 
row. 

Measures  for  the  preservation  of  health  and 
the  prevention  of  disease  are  almost  as  old  as 
civilization  itself. 

Presented  at  the  Fifth  Annual  Meeting  of  the  Medical  Society 
of  the  United  States  and  Mexico,  Guadalajara,  November  10, 
I960. 

Spanish  translation  by  J.  II.  Varela,  M.  D.,  St.  Mary’s  Hospital, 
Tucson,  Arizon. 

Former  Commissioner,  Arizona  State  Department  of  Health. 


Thousands  of  years  before  Christ,  the  Cretans 
and  others  had  advanced  to  the  point  where 
they  constructed  drainage  systems,  water  closets 
and  water  flushing  systems.  The  Egyptians  1,000 
B.C.  were  described  as  the  healthiest  of  all  civ- 
ilized nations.  They  too  had  a keen  sense  of  per- 
sonal cleanliness  and  various  community  proj- 
ects for  protection  of  their  water  supply  as  well 
as  provision  for  sewage  disposal. 

The  Grecian  civilization  was  noted  for  its  em- 
phasis on  personal  cleanliness,  exercise  and  di- 
etetics, but  paid  scant  attention  to  environmental 
sanitation. 

The  Roman  Empire  was  noted  for  its  engi- 
neering and  administrative  achievements.  There 
were  laws  requiring  the  registration  of  citizens 
and  slaves,  prediodic  census  taking,  establish- 
ment of  a building  code,  supervision  of  weights 
and  measures,  bars  and  taverns  and  houses  of 
prostitution.  E.\tensi\e  public  sanitation  pro- 
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grams  were  put  in  operation  as  is  evidenced  by 
the  fact  that  a number  of  the  aqueducts  and 
subsurface  drains  of  that  period  are  still  in  use 
today.  Paving  and  street  cleaning  and  garbage 
disposal  were  also  innovations  of  this  period. 

With  the  advent  of  the  Christian  era,  strong 
reaction  developed  against  anything  reminiscent 
of  the  then  decadent  Roman  Empire.  The  atti- 
tude of  the  early  Christians  was  that  the  Romans 
and  Grecians  had  paid  too  much  heed  to  the 
body  and  too  little  to  the  spiritual.  This  reaction 
was  so  intense  that  there  was  even  opposition 
toward  sanitation  and  personal  hygiene. 

People  rarely  bathed.  It  has  been  said  that  the 
use  of  perfume  came  into  its  heyday  at  this  time 
since  it  was  used  instead  of  bathing.  Sanitation 
deteriorated  to  the  point  where  it  was  almost 
non-existent. 

Such  neglect  naturally  resulted  in  the  great 
pandemics  of  the  dark  ages.  It  was  only  natural 
that  smallpox,  bubonic  plague,  diphtheria,  lep- 
rosy, venereal  disease  and  tuberculosis  literally 
sent  many  millions  of  victims  of  their  deaths. 

Following  this  long  period  of  death  and  de- 
struction there  began  to  develop  slowly  but  sure- 
ly an  awakening  of  the  need  for  community  and 
state  action  to  halt  the  gradual  but  sure  liquida- 
tion of  the  so-called  civilized  people  of  that  era. 

Legally,  Public  Health  went  unrecognized 
even  in  England  until  1837  when  the  first  sani- 
tary legislation  was  enaeted  establishing  a Vac- 
cination Roard  and  appropriating  2,000  pounds 
to  implement  the  program.  This  aet  was  fol- 
lowed rapidly  by  others  and  it  was  not  long  un- 
til, as  mentioned  in  Dorothy  George’s  report, 
“ . . . pride  was  based  on  real  achievements, 
which  had  an  undoubted  effect  on  the  health  of 
the  town,  and  in  whieh  London  was  a pioneer 
among  large  cities.  The  foot  pavements,  the 
lamps,  the  water  supply,  the  fire  plugs,  the  new 
sewers,  defective  enough  by  modern  standards, 
were  admired  by  all  . . . The  intelligent  foreign- 
er cannot  fail  to  take  notice  of  these  useful  par- 
ticulars which  are  almost  peculiar  to  London.” 

It  was  only  natural  that  the  new  gospel  of 
sanitation  and  hygiene  should  spread  to  Co- 
lonial America.  Dr.  Henry  I.  Bowditch  in  an  ad- 


dress before  the  International  Congress  in  Phil- 
adelphia in  1876  said,  “But  by  far  the  greatest  in- 
fluence has  been  exerted  on  us  in  America  by 
England  who  by  her  unbounded  pecuniary  sac- 
rifices and  steady  improvement  in  her  legisla- 
tion and  her  able  writers  has  far  outstripped  any 
country  in  the  world  in  the  direction  of  state 
preventive  medicine  . . . The  consumate  skill  in 
the  diseovery,  removal  and  prevention  of  what- 
ever may  be  prejudicial  to  the  public  health, 
shown  under  the  admirable  direction  of  Mr.  Si- 
mon, late  medical  officer  of  England’s  Privy 
Council,  by  his  corps  of  trained  inspectors  is 
wholly  unequalled  at  the  present  day,  and  un- 
precedented I suspect  in  all  past  time  in  any 
country  on  the  globe.” 

Although  Louisiana  set  up  a board  or  com- 
mission in  1855  to  deal  with  quarantine  matters 
in  the  port  of  New  Orleans,  the  first  Board  of 
Health  in  the  United  States  was  established  in 
Massaehusetts  in  1869,  just  91  years  ago.  Thus, 
while  there  were  sporadic  attempts  in  various 
eommunities  to  set  up  measures  for  control  of 
emergencies,  we  see  that  organized  Public 
Health  as  we  think  of  it  today  is  less  than  100 
years  old. 

The  first  full-time  county  health  departments 
were  established  50  years  ago. 

So  today  within  the  life  span  of  many  of  us, 
we  have  witnessed,  if  not  the  birth,  certainly  the 
early  development  and  growing  pains  of  nation- 
wide public  health  programs. 

What  is  Public  Health  today  and  what  are  its 
functions?  Perhaps  we  ean  do  no  better  than  ac- 
eept  Winslow’s  definition  which  follows: 


PUBLIC  HEALTH 
is 

the  science  and  art 
Of 

1.  Preventing  disease 

2.  Prolonging  life 

3.  Promoting  health  and 

efficiency 

Through 

Organized  Community 
effort 
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For 

1.  Sanitation  of  the  environment 

2.  Control  of  communicable  infections 

3.  The  education  of  the  individual 

in  personal  hygiene 

4.  The  organization  of  nursing  and 

medical  services  for  the  early 
diagnosis  and  preventive  treat- 
ment of  disease  and 

5.  The  development  of  the  social 

machinery  to  insure  everyone 
a standard  of  living  adequate 
for  the  maintenance  of  health 

So  organizing  these  benefits  as  to  enable  every 
citizen  to  realize  his  birthright  of  health  and 
longevity. 

Another  definition  of  Public  Health  is  that 
given  by  the  American  Medical  Association 
which  says  “it  is  the  art  and  science  of  main- 
taining, protecting  and  improving  the  health  of 
the  people  through  organized  community  effort. 
It  includes  the  arrangements  whereby  the  com- 
munity provides  medical  services  for  special 
groups  of  persons  and  is  concerned  with  the  pre- 
vention or  control  of  disease  with  persons  requir- 
ing hospitalization  to  protect  the  community, 
and  with  the  medically  indigent.” 

As  pointed  out  by  Hanlon,  “In  summary 
therefore  there  is  evidence  from  the  definitions 
themselves  a gradual  extension  of  the  borders  of 
public  health.  In  conformity  with  the  advances 
of  medical  and  scientific  knowledge  and  keep- 
ing pace  with  social  and  political  progress,  pub- 
lic health  work  has  expanded  from  its  humble 
concern  with  gross  environmental  sanitation  to 
add  in  sequence  sanitary  engineering,  preventive 
physical  medical  science,  social  science,  pre- 
ventive medical  mental  science,  and  more  re- 
cently the  positive  or  promotive  and  social  as- 
pects of  personal  medicine.” 

Again  quoting  from  Hanlon  on  the  scope  of 
Public  Health,  he  says,  “What  then  are  the  justi- 
fiable fields  of  activity  in  public  health?  In  view 
of  the  foregoing  definition  they  may  be  consid- 
ered to  fall  potentially  into  four  categories: 

1.  Those  fields  where  activity  must  be  on  a 
community  basis  such  as  the  supervision  of  the 
food,  water  and  milk  supplies  of  a community; 
insect  control;  prevention  of  atmospheric  and 
stream  pollution. 


2.  Those  fields  dealing  with  preventable  ill- 
nesses, disabilities  or  premature  deaths: 

a.  Communicable  disease  including  infesta- 
tions 

b.  Dietary  deficiences 

c.  Effects  of  drugs  and  narcotics  habitually 
used 

d.  Allergic  manifestations  and  their  com- 
munity sources 

e.  Certain  mental  personality  and  behavior 
disorders 

f.  Occupational  health 

g.  Cancer  (primarily  avoidance  of  progres- 
sion; prevention  to  some  degree) 

h.  Cardiovascular  diseases 

i.  Conditions  associated  with  the  risks  of 
maternity,  growth,  and  development 

|.  Certain  hereditary  conditions 

k.  Home,  community  and  industrial  acci- 
dents 

l.  Rehabilitations  of  victims  of  accident 
and  disease 

m.  Dental  caries 

3.  Those  fields  of  medicine  which  need  or- 
ganized official  leadership. 

4.  Research  — no  health  department  can  ig- 
nore scientific  investigation  and  evaluation  and 
remain  progressive. 

Surely  with  such  an  outline  of  the  responsibil- 
ities of  public  health  as  indicated  above  it  should 
be  evident  that  there  needs  to  be  the  widest  dis- 
semination of  information  to  inform  the  public 
of  the  aims  and  objectives  of  local,  state  and 
Federal  public  health  programs  so  that  they  may 
cooperate  fully  in  making  the  best  use  of  the 
services  that  are  provided  for  their  health  pro- 
tection. 

Of  equal  or  perhaps  of  even  greater  im- 
portance is  a better  understanding  and  closer 
cooperation  between  the  pri\ate  physician  and 
public  health. 
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Through  the  years  I have  been  engaged  in 
public  health  I have  been  aware  at  times  of  a 
concern  on  the  part  of  some  private  practitioners 
that  our  State  health  program  might  be  invading 
the  domain  of  private  medicine. 

Except  in  the  treatment  of  tuberculosis  we 
carry  on  no  curative  program. 

In  our  detection  programs  we  know  we  have 
uncovered  many  new  cases  of  syphilis,  tuber- 
culosis, diabetes  and  glaucoma.  In  every  in- 
stance these  suspected  cases  are  referred  to  their 
private  physician  or  to  a county  clinic  for  final 
diagnosis  and  treatment.  We  believe  such  efforts 
are  the  best  type  of  health  education,  and  that 
far  from  invading  the  private  physician’s  practice 
it  actually  supplies  him  with  many  new  patients, 
a percentage  of  which,  if  they  had  not  been 
discovered,  would  have  become  permanent  in- 
valids, and  in  many  cases  no  doubt  an  extra 
burden  on  the  taxpayer. 

In  Arizona  we  have  been  most  fortunate  in 
having  strong  support  from  our  State  Medical 
and  Dental  Associations,  as  well  as  a number  of 
influential  voluntary  agencies. 

If  we  are  to  attain  our  greatest  potential  in 
the  60’s  the  bond  between  private  medicine  and 
public  health  must  be  even  closer  than  in  the 
past  because  neither  can  function  at  its  best  with- 
out the  other.  Just  as  concepts  of  public  health 
have  changed  so  radically  in  the  last  five  or  six 
decades,  so  may  we  expect  even  newer  and 
greater  challenges  for  us  in  the  next  decade.  To 
mention  only  a few  of  the  problems  knocking  at 
our  door  today  we  might  note: 

I.  Care  of  the  rapidly  increasing  aged  popu- 


lation 

2.  Care  of  chronic  disease 

3.  The  increasing  toll  from  traffic  accidents 

4.  Radiation  and  fall  out 

5.  Diseases  of  genetic  origin 

6.  Air  conditioning  and  forced  ventilation  sys- 
tems have  changed  our  environment  at 
home,  in  the  office  and  even  in  our  cars 

7.  Jet  travel  and  space  travel  will  also  bring 
new  problems 

8.  New  construction  methods  will  involve  con- 
stant revisions  of  our  ideas  about  sanitary 
facilities  in  these  structures. 

9.  The  inereasing  use  of  spray  and  dust  pesti- 
cides is  a constant  menace  to  health  unless 
done  under  proper  conditions. 

Dixon  says  “To  adjust  to  these  (new)  chang- 
ing community  patterns  as  far  as  the  official 
health  agencies  are  concerned,  requires  a slight 
redefinition  of  the  responsibility  of  the  public 
health  agency.  We  can  still  safely  say  that  a 
loeal  public  health  unit  must  still  be  concerned 
with  the  basic  6 or  7 services,  but  I believe 
the  community  will  expect  that  its  agency  will 
take  public  leadership  in  meeting  any  health 
problem  which  the  community  desires  to  have 
solved  by  government.  This  means  it  will  be 
necessary  to  strengthen  the  competence  in  public 
administration  of  health  agencies  and  to  modify 
professional  health  concepts  by  community  opin- 
ion. 

It  will  be  interesting  in  1970  to  open  the  book 
and  turn  back  the  leaves  to  see  how  well  we 
have  met  the  challenges  of  the  60’s. 


ARIZONA  STATE  PSYCHOLOGICAL  ASSOCIATION 

The  Board  of  Examiners  of  the  Arizona  State  Psychological  Association  has 
recently  published  a directory  of  psychologists  in  private  practice  certified  by 
the  board.  If  you  wish  a copy  please  write  to  Dr.  William  F.  Hall,  secretary- 
treasurer,  BE,  ASPA,  125  E.  Lincoln  St.,  Phoenix,  Ariz. 
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Que  Esperar  de  Salubridad 
Publica  en  la  Decada  del  60 

C.  G.  Salsbury,  M.D. 


SOBRE  LA  puerta  de  la  sala  de  Estadisticas 
en  Washington  D.  C.  aparece  esta  frase:  “El 
pasado  no  es  mas  que  el  prologo.” 

Tal  vez  antes  de  predecir  el  curso  de  la  salud 
publica  en  la  decada  del  60,  seria  bueno  revisarlo 
brevemente  en  lo  que  respecta  a su  pasado  y 
presente,  acerca  del  cuidado  de  la  salud  de  la 
comunidad. 

Haciendo  esto  tenemos  una  mejor  perspective 
de  los  problemas  que  se  ban  encontrado  y con- 
quistado  en  el  pasado.  Ademas,  viendo  los 
recientes  adelantos  mas  importantes  en  la 
practica  de  la  salud  publica  nos  da  valor  para 
enfrentarnos  a los  desfios  del  manana. 

Tan  viejos  como  la  civilizacion  misma,  son  las 
medidas  para  la  preservacion  de  la  salud  y 
prevencion  de  las  enfermedades. 

Miles  de  anos  antes  de  Cristo,  los  Gretas  y 
otros  habian  avanzado  al  punto  de  construir 
sistemas  de  drenaje,  sanitarios  y sistemas  de 
agua  corriente. 

Los  Egipcios  1,000  anos  antes  de  Cristo  fueron 
considerados  como  la  nacion  civilizada  mas 
saludable,  ademas  tenian  un  agudo  sentido  de 
la  limpieza  personal  y varios  proyectos  comunales 
para  la  proteccion  de  su  provisionamiento  de 
agua,  asi  como  para  la  depuracion  de  las  aguas 
negras. 

Presentado  en  la  junta  de  la  Sociedad  Medica  de  Los  Estados 
Unidos  y Mexico,  Novienihre  10,  I960. 

Anteriorinente  Comisionado  del  Departaniento  de  Salud  del 
Estado  de  Arizona. 


La  civilizacion  griega  era  notoria  por  su 
limpieza  personal,  ejercicio  y dieta,  pero  presta- 
ban  poca  atencion  al  ambiente  sanitario.  El 
imperio  Romano  fue  notorio  por  su  ingenieria  y 
conquistas  administrativas.  Habia  leyes  que 
exigian  el  registro  de  ciudadanos  y esclavos, 
censos  periodicos,  establecieron  el  codigo  de 
edificios.  Supervision  de  pesas  y medidas,  taber- 
nas  y cantinas,  casas  de  prostitucion. 

Programas  de  lanzamiento  se  pusieron  en 
practica  y la  evidencia  la  tenemos  en  el  hecho 
de  que  hoy  dia  aun  se  encuentran  en  uso 
acueductos  y drenajes  superficiales  de  aquella 
epoca. 

La  limpieza  de  las  calles,  la  pavimentacion  y 
el  acarreo  de  basura,  fueron  inovacion  de  ese 
periodo. 

Con  el  advienimiento  de  era  Cristiana,  se 
desarrollo  una  fuerte  reaccion  en  contra  cualquier 
reminisencia  del  entonces  decadente  Imperio 
Romano.  La  actitud  de  los  primeros  Cristianos 
era  de  que  tanto  los  Griegos,  como  los  Romanos, 
habian  prestado  mucha  attencion  al  cuerpo  y 
muy  poca  a lo  espiritual.  Esta  reaccion  era  tan 
intensa,  que  aun  habia  oposicion  hacia  la  sanidad 
e higiene  personal. 

Las  personas  raramente  se  banaban.  Se  ha 
dicho  que  el  uso  del  perfune  tuvo  su  ma\or 
exito  en  esta  cpoca. 

La  sanidad  se  deterioro  al  punto  de  que  casi 


216 


Arizona  Medicine 


August,  1961  i 


ya  no  existia.  Tal  negligencia,  naturalmente,  dio 
como  resultado  el  gran  pandeinico  de  la  edad 
negra.  Era  lo  mas  natural  que  la  viruela,  la 
plaga  bubonica,  difteria,  lepra,  enfermedades 
venereas  y la  tuberculosis,  literalmente  mandara 
milliones  de  victimas  a la  muerte. 

Siguiendo  este  largo  periodo  de  muerte  y 
destruccion,  comenzo  a desarrollarse,  despacio, 
pero  con  seguridad,  el  despertar  hacia  la  necesi- 
dad  de  una  comunidad,  o estado,  que  tomara 
accion  para  impedir  la  gradual,  pero  segura 
liquidacion,  de  la  tal  gente  civilizada  de  esa 
epoca.  Legalmente  la  Salubridad  Publica,  estuvo 
sin  reconocerse,  arm  en  Inglaterra  hasta  el  ano 
1937,  cuando  la  primera  Legislacion  Sanitaria  fue 
promulgada,  estableciendo  un  Consejo  de 
Vacunacion,  apropiandose  de  2,000  libras  para 
ejectutar  el  programa. 

Este  acto  fue  seguido  rapidamente  por  otros 
y no  tardo  mucho  tiempo,  como  se  menciona  en 
el  reporte  de  Dorothy  George’s,  “El  orgullo  fue 
basado  en  hazahas  verdaderas,  que  tenian  por 
resultado,  en  forma  inequivoca,  la  salud  del 
Pueblo,  en  el  cual,  Londres  fue  un  pionero,  entre 
las  grandes  ciudades.  El  pavimento  para  los 
peatones,  las  lamparas,  el  suministro  de  aguas, 
los  hidrantes  y los  nuevos  drenajes  bastante 
defectuosos  por  las  normas  modernas,  fueron 
admirados  por  todos.  El  extranjero  inteligente, 
no  puede  menos  que  tomar  nota  de  estos  adelan- 
tos  tan  utiles,  y que  casi  son  pecidiares  de 
Londres. 

Era  natural  que  el  evangelio  de  sanidad  e 
higiene  se  extendiese  a la  America  Colonial.  El 
Dr.  L.  Bowditch  al  dirigirse  ante  el  Congreso 
Internacional  en  Filadelfia  en  1876  dijo: 

La  mayor  influencia  ha  sido  trasmitida  a 
nosotros  en  America  por  Inglaterra,  quien  por 
su  desenfrenado  sacrificio  pecuniario  el  progreso 
firme  de  su  legislacion,  asi  como  sus  escritores 
capaces;  le  han  valido,  colocarse  muy  por  encima, 
de  cualquier  nacion  en  el  mundo,  en  lo  que 
respecta  a la  direccion,  de  la  Medicina  Preventiva 
del  Estado. 

La  habilidad  en  el  descubrimiento,  eliminacion 
y prevencion,  de  todo  aquello  que  pudiera  ser 
perjudicial  para  la  Salud  Publica,  fue  demostrado 
por  la  admirable  direccion  del  Sr.  Simon,  ya 


finado  Medico  Oficial  del  Consejo  Privaco  de  i 
Inglaterra.  Su  cuerpo  de  inspectores  entrenados,  j 
no  ha  sido  hasta  la  fecha,  igualado,  sin  prece- 
dente  en  mi  opinion,  en  ningun  pais  del  globo  ter-  i 
reste;  Aunque  Luisiana  estabecio  una  Comision  \ 
en  1855  para  manejar  asuntos  de  cuarentena  en  ; 
el  puerto  de  Nueva  Orleans.  El  primer  Consejo  ; 
de  Salud  en  Los  Estados  Unidos  fue  establecido 
en  Massachusetts,  en  1869  apenas  hace  91  anos.  j 
Asi,  mientras  habia  atentados  esporadicos  en  | 
varias  comunidades  para  establecer  medidas  en 
el  control  de  emergencias.  Nosotros,  vemos  que 
la  Salubridad  Publica  Organizada,  vista  ahora 
por  nosotros,  es  menos  de  100  ahos  de  antigue- 
dad.  Los  primeros  Departamentos  de  Salud  del 
Condado  a tiempo  completo,  fueron  establecidos 
hace  50  ahos. 

Hoy  dia,  en  el  curso  de  nuestra  vida,  muchos 
de  nosotros  hemos  sido  testigos,  si  no  del  Naci- 
miento,  seguramente  del  temprano  desarrollo 
y el  crecimiento  en  toda  la  nacion,  de  los  pro- 
gramas  de  Salubridad  Publica. 

^Que  es  la  salud  pubuica,  y cuales  son  sus 
funciones^  Tal  vez  tengamos  que  aceptar  la 
definicion  de  Winslow  como  sigue: 

LA  SALUD  PUBLICA 
es 

La  ciencia  y el  arte. 

De 

1.  Prevencion  de  enfereme- 
dades. 

2.  prologacion  de  la  vida. 

3.  Promover  la  salud  y 
eficiencia. 

Alraves  de 

1.  Esfuerzo  organizado  de  la 
comunidad. 

Por 

1.  Sanamiento  del  medio. 

2.  Control  de  infeciones  trasmisibles. 

3.  Educacion  del  individuo  en  higiene  per- 
sonal. 

4.  Organizacion  de  servicios  medicos  y en- 
fermeria  para  el  diagnostico  temprano  y 
tratamiento  preventico  de  las  enferme- 
dades. 

5.  El  desarrollo  de  la  maquina  social  para 
asegurar  a todo  mundo  un  standard  de 
vida  adecuado  para  el  mantenimiento  de 
la  salud. 
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Asi  organizados  estos  servicios  o beneficios, 
capacitan  a cada  ciudadano,  para  que  realice 
su  derecho  innate  de  salud,  y longividad. 

Otra  definicion  de  Salud  Publica  es  aquella 
dada  por  la  Asociacion  Medica  Americana  que 
dice:  “Es  el  arte  y ciencia  de  mantener,  protejer 
y mejorar  la  salud  de  las  gentes,  a traves  del 
esfuerzo  una  comunidad  organizada.  Incluye, 
los  arreglos  por  los  cuales  la  Comunidad,  provee 
de  cervicios  medicos,  a un  grupo  especial  de 
personas,  y tiene  que  ver  con  la  prevencion,  o 
el  control  de  enfermedades  que  requieren  lios- 
pitalizacion,  para  protejer  la  comunidad  y a los 
medicamente  indigentes. 

Asi,  como  lo  hizo  notar,  la  Senorita  Hanlon; 
“En  Resumen  hay,  por  lo  tanto,  evidencia  por  las 
mismas  definiciones,  un  gradual  aumento  en  los 
huespedes  de  salubridad  publica.  De  acuerdo 
con  los  avances  de  los  conocimientos  medicos  y 
cientificos  al  parejo  del  progreso  politico  y 
social,  los  trabajos  de  Salubridad  Publica,  se 
han  extendido  desde  su  humilde  concepto,  sobre 
saneamiento  del  medio  a groso  modo,  hasta  la 
adicion  en  secuencia,  de  ingenerieria  sanitaria, 
medicina  fisico-medica  preventiva,  ciencia 
medica  mental  preventiva;  y el  mas  reciente 
aspecto  social  positive,  y de  promocion  de  la 
medicina  personal;  nuevamente  citando  a la 
Senorita  Hanlon,  en  el  panorama  de  la  Salud 
Publica.  “^Cuales  son  entonces  los  terrenos  de 
actividad  en  la  Salud  Publica^j  En  vista  de  la 
presente  definicion  caen  potencialmente  en 
cuatro  categorias: 

1.  Los  campos  donde  la  actividad  debe  ser  la 
base  de  la  comunidad,  como  es  la  supervision  de 
alimentos,  suministro  de  agua  y de  leche  de  la 
comunidad,  control  de  insectos,  prevencion  de 
la  polulacion  en  la  atmosfera. 

2.  Aquellos  campos,  encargados  de  la  pre- 
vencion de  enfermedades  con  desabilidades,  o 
muerte  prematura. 

a.  Enfermedades  trasmisibles  incluyendo  in- 
fecciones. 

b.  Deficiencias  dieteticas. 

c.  Efecto  de  drogas  y narcoticos,  habitual- 
mente  usados. 


d.  Manifestaciones  alergicas,  y sus  fuentes 
para  la  comunidad. 

e.  Ciertos  desordenes  en  la  conducta  mental 
y personal. 

f.  Salud  ocupacional. 

g.  Cancer  (primeramente  evitar  su  pro- 
greso, prevencion  hasta  cierto  grado). 

h.  Enfermedades  cardiovasculares. 

i.  Condiciones  asociadas  con  el  riesgo  de 
maternidad,  crecimiento  y desarrollo. 

].  Ciertas  condiciones  hereditarias. 

k.  Accidentes  industriales  en  la  casa  y en 
la  comunidad. 

l.  Rehabilitacion  de  victimas  por  accidente, 
o enfermedad. 

m.  Caries  dentales. 

3.  Aquellos  campos  de  la  medicina  que  ne- 
cesitan  una  empresa  organizada. 

4.  Investigacion.  Ningun  departamento  de 
salud  puede  ignorar  la  investigacion  cientifica, 
y evaluacion  y llamarse  prospero. 

Seguramente,  con  tal  delineamiento  de  re- 
sponsabilidades,  de  salubridad  publica  como  se 
ha  mencionado  arriba,  es  evidente  que  hay  la 
necesidad,  de  una  amplia  diseminacion  de  in- 
formacion  al  publico,  sobre  las  miras  y objetivos 
de  los  programas  de  salubridad  publica  federal, 
estatal  y local,  para  que  ellos  puedan  cooperar, 
plenamente,  haciendo  uso  de  los  servicios  que 
se  han  establecido  para  la  proteccion  de  su 
salud. 

Por  igual,  o tal  vez  de  mayor  importancia,  es 
el  mejor  entendimiento  y cooperacion,  entre  el 
medico  privado,  y la  salubridad  publica.  A 
traves  de  los  ahos  que  he  trabajado  en  salubridad 
publica,  he  observado  que  en  ocasiones,  hay  el 
resentimiento  de  algunos  medicos,  porque 
nuestro  programa  estatal  de  salud  esta  in\  adien- 
do  el  dominio  de  la  medicina  privada,  excepto 
en  el  tratamiento  de  la  tuberculosis  donde  no 
ofrecemos  un  programa  de  curacion. 

En  nuestro  programa  de  deteccion,  homos 
descubierto  muchos  nuevos  casos  de  sifilis. 
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tuberculosis,  diabetes  y glaucoma;  en  cacla  caso 
son  referidos  al  medico  particular,  o a la  clinica 
del  condado  para  su  diagnostico  final  y trata- 
miento.  Creemos,  que  tales  esfuerzos,  son  el 
mejor  tipo  de  educacion  en  salud,  y lejos  de 
invadir  la  practica  privada  del  medico,  de  hecho, 
le  proporciona  nuevos  pacientes,  porcentaje  que, 
de  no  haber  sido  descubiertos,  hubieran  per- 
manecido,  permanentemente  invalidos,  y en 
muchos  casos  sin  lugar  a dudas,  una  carga  para 
el  contribuyente. 

En  Arizona,  somos  afortunados  de  tener  un 
apoyo  en  nuestra  Asociacion  Medica  y Dental 
Estatal,  asi  como  un  numero  de  agendas  volun- 
tarias  influyentes  si  hemos  de  obtener  nuestro 
mayor  potencial  en  el  60. 

La  union  dentro  de  la  Salubridad  Publica  debe 
ser  mas  estrecha  que  lo  que  fue  en  el  pasado, 
porque  ninguna  puede  funcionar  a su  maximo 
sin  la  otra.  Asi  como  los  conceptos  de  salubridad 
publica  ban  cambiado  tan  radicalmente  en  las 
ultimas  cinco  o seis  decadas,  asi  debemos  esperar 
mayores  y nuevos  desafios  en  la  proxima  decada. 
Para  mencionar  unicamente  algunos  de  los  pocos 
problemas,  que  hoy  dia,  estan  a la  puerta, 
podemos  anotar: 

1.  El  cuidado  de  la  poblacion  de  ancianos  que 
aumenta  rapidamente. 

2.  Cuidado  en  enfermos  cronicos. 

3.  El  aumento  de  accidentes  de  trabajo. 


4.  Radiacion  y descarga. 

5.  Enfermedades  de  origen  genetico,  los 
sistemas  de  aire  acondicionado  y ventilacion 
forzada,  ban  cambiado  nuestro  ambiente 
en  casa,  en  la  oficina  y hasta  en  los  auto- 
moviles.  Los  viajes  al  espacio  y de  pro- 
pulsion acarrean  nuevos  problemas. 

8.  Nuevos  metodos  de  construccion  requiriran 
constante  revision  de  nuestras  ideas,  sobre 
facilidades  sanitarias  en  estas  esestructuras. 

9.  El  creciente  uso  de  pulverizadores  y ger- 
micidas  es  una  constante  amenaza  para  la 
salud  a menos  que  se  haga  bajo  las  con- 
diciones  apropiadas. 

Dixon  dice:  “Para  ajustarse  a estos  nuevos 
cambios  dentro  de  la  comunidad,  en  cuanto 
respecta  a las  agendas  oficiales  de  salud,  se 
requiere  una  ligera  re-definicion  de  la  responsa- 
bilidad  de  las  agendas  de  salubridad  publica 
local,  a quien  deben  interesar  los  seis  o siete 
servicios  basicos.  Pero  yo  creo  que  la  comunidad 
espera  que  su  agencia  lleve  el  mando  publico, 
resolviendo  cualquier  problema  de  salud  que  la 
comunidad  desea  sea  resulto  por  el  gobiemo. 
Esto  quiere  decir,  que  sera  necesario  reforzar 
la  competencia  de  las  agendas  en  la  adminis- 
tracion  publica,  y modificar  los  conceptos  de 
salud  profesional,  con  la  opinion  de  la  comuni- 
dad. 

Seria  interesante  hojear  un  libro  en  1970  y 
ver  como  pudimos  resolver  los  desafios  del  60. 


"CA''  NOW  AVAILABLE  TO  ALL  ARIZONA  DOCTORS 

The  American  Cancer  Society’s  publication,  “CA,”  formerly  on  limited  dis- 
tribution in  Arizona,  is  now  being  made  available  free  of  charge,  through  the 
Arizona  Division  to  all  of  Arizona’s  doctors  who  indicate  an  interest  in  it. 

Currently  the  Division  office  is  preparing  a mailing  to  all  doctors  in  the  state, 
and  included  are  a list  of  all  professional  films  and  literature  available  and  a 
sample  issue  of  “CA.” 

Simply  notify  the  Division  office,  543  East  McDowell  Road,  Phoenix,  of  your 
interest  in  “CA”  for  inclusion  on  mailing  list. 
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RABIES - 

A Public  Health  Problem 
In  Maricopa  County 

V.  H.  Ueckett,  D.V.M.,  and  Stanford  F.  Farnsworth,  M.D.,  M.P.H. 


m 


Since  1955  thirty-seven  cases  of  rabies  have  been  discovered  amont^  animals  in 
Z Maricopa  County.  These  have  occurred  among  both  domestic  and  wild  animals. 
It  thus  appears  that  rabies  is  endemic  in  central  Arizona  and  that  precautions 
must  be  maintained  to  prevent  human  exposure  to  this  highly  fatal  infectioti.  ■ 
Current  standards  for  jyrophylactic  treatment  of  individuals  bitten  or  otherwise 
exposed  to  rabid  animals  is  fully  discussed.  Maricopa  County  is  setting  an  exam- 
ple of  combating  this  troublesome  problem  that  deserves  applause. 

The  need  for  revision  of  existing  legislation  to  provide  better  protection  to  the 
? Human  population  is  pointed  out. . % r f v. , 


wm§ 
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IN  THE  EARLY  medical  recordings  of  man 
there  have  been  references  to  the  disease  which 
today  we  know  as  rabies.  All  physicians  have 
encountered  this  historical  information  and 
many  have  had  an  opportunity  to  treat  animal 
bite  cases,  consequently,  the  classics  of  rabies 
will  be  omitted. 

Rabies:  A Public  Health  Problem 
in  Maricopa  County. 

Rabies  is  endemic  in  Alaricopa  County.  This 
can  be  substantiated  from  the  Arizona  State 
Health  Department  Laboratory’s  diagnosis  of  37 
positive  animal  cases  which  were  submitted  from 
within  the  county  since  1955.  The  total  for  Ari- 
zona was  144  rabid  animals  and  included  the 
cat,  dog,  horse,  cow,  bat,  fox,  and  others.  The 
animals  most  recently  found  to  be  rabid  in 
Maricopa  County  were  a bat  caught  near  Papago 
Park  and  a fox  at  New  River.  Thirteen  cases  of 
animal  rabies  were  reported  in  Arizona  during 
1960.  Ten  of  these  (5  foxes,  2 bats,  1 bobcat, 
1 dog  and  1 horse)  were  in  the  area  surrounding 
Scottsdale  in  Alaricopa  County.  Several  coyotes 

Dr.  Ueckert  is  Public  Health  Veterinarian  with  the  Maricopa 
County  Health  Deirartment.  Dr.  Farnsworth  is  director  of  the 
department. 


and  foxes  having  symptoms  of  rabies  were  ob- 
served in  this  same  area,  but  unfortunately  were 
not  submitted  for  laboratory  examination. 

Problems  Arise  in  Any  Rabies  Program 

In  considering  the  problems  of  rabies,  we  are 
faced  with  several  facets  of  rabies  control : ( 1 ) 
New  legislation  is  needed  to  replace  currently 
“antiquated”  legislation.  Existing  law  exempts 
the  hunting  dog  from  vaccination.  That  the 
statute  needs  strengthening  is  obvious  since 
more  than  half  of  the  animals  found  to  be  rabid 
are  wild  animals  which  may  come  in  contact 
with  the  hunting  or  ranch  dog.  ( 2 ) The  number 
of  dogs  receiving  vaccination  should  be  in- 
creased since  probably  less  than  30%  of  the 
dogs  in  Maricopa  County  have  received  this  pro- 
tection. At  least  70%  of  our  approximately  70- 
80,000  dogs  should  be  vaccinated  in  order  to 
reach  the  level  of  vaccination  recommended  for 
the  control  of  rabies.  Since  numerous  cats  were 
diagnosed  as  positive  for  rabies,  they,  too, 
should  be  vaccinated.  (3)  An  increased  number 
of  humane  officers  armed  with  effectixe  powers 
to  control  the  stray  dog  population,  and  im- 
proved control  of  wildlife  are  examples  ot  otlu'r 
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important  measures  needed  in  a good  rabies 
control  program. 

Maricopa  County’s  Rabies  Control  Activities 

At  the  present  time  the  Maricopa  County 
Health  Department  is  engaged  in  or  sponsoring 
the  following  activities  and  programs; 

( 1 ) Improved  rabies  control  legislation  will 
be  presented  to  the  next  legislature. 

( 2 ) The  County  will  continue  its  participation 
in  the  research  project  with  antirabic  vaccine 
(High  Egg  Passage  Vaccine  — Lederle)  which 
now  has  approximately  190  participants. 

The  development  of  rabies  vaccine  prepared 
in  avian  embryos  (chicken  or  duck)  has  pos- 
sibly provided  a solution  to  the  question  of  best 
“before  bite”  and  “after  bite”  preventive  meas- 
ures. These  vaccines,  essentially  free  of  central 
nervous  system  tissue,  do  not  induce  neuro- 
paralytic accidents,  usually  attributed  to  the 
demyelinating  reaction  often  resulting  from 
Pasteur  treatment  with  conventional  vaccines  of 
nervous  tissue  origin.  The  vaccine  using  duck 
embryo  has  been  licensed  and  is  in  use  today. 
The  avian  vaccine  made  from  chick  embryos 
injected  with  high  egg  passage  (HEP)  Elury 
strain  virus  is  under  investigation  at  the  present 
time. 

The  project  presently  under  way  in  Maricopa 
County  requires  2 ml.  of  reconstituted  chick 
embryo  vaccine  (HEP)  intramuscular  with  4 
doses  administered  about  7 days  apart.  A blood 
specimen  is  taken  at  the  beginning  of  the  series 
and  again  30  days  after  the  4th  dose.  These 
specimens  are  sent  to  the  Lederle  Laboratories 
to  determine  whether  or  not  a rise  in  titer  has 
occurred.  The  results  of  this  project  and  similar 
projects  throughout  the  country  are  very  en- 
couraging. 

The  Maricopa  County  Health  Department  has 
additional  programs  under  way: 

( 3 ) A surveillance  of  bats  in  the  County  is  in 
progress.  This  ineludes  trapping,  identifieation, 
submission  of  bats  to  the  Arizona  State  Labora- 
tory and  Southwest  Rabies  Investigation  Station 
in  New  Mexico  for  rabies  examination. 


( 4 ) The  County  will  continue  to  offer  as- 
sistance to  the  practicing  physician  in  obtaining 
necessary  epidemiological  information  concern- 
ing animal  bites.  The  physician  may  need  addi- 
tional information  in  connection  with  the  initia- 
tion of  anti-rabic  treatment.  A public  health 
veterinarian  is  on  the  staff  of  the  Maricopa 
County  Health  Department  and  is  available  to 
assist  in  such  investigations. 

(5)  The  Health  Department  will  keep  the 
physician  informed  on  the  latest  advances  in  the 
treatment  and  control  of  rabies  and  other 
zoonoses  as  this  information  becomes  available 
to  the  department. 

The  Doctors  Problem  — A Dilemma 

Frequently  the  doctor’s  greatest  dilemma  in 
animal  bite  cases  is  “should  treatment  be  ad- 
ministered?” To  the  patient  who  telephones,  the 
physician  should  recommend  immediate  cleans- 
ing of  the  wound  with  running  water  (flushing 
action)  using  liberal  amounts  of  soap,  before 
coming  to  the  office.  The  physician  should  em- 
ploy the  above  method  and  could  possibly  in- 
crease the  effectiveness  by  using  a 20%  solution 
of  green  soap,  a syringe  and  a blunt  needle 
to  irrigate  all  parts  and  depths  of  the 
wound.  In  deep,  puncture-type  wounds  which 
cannot  be  cleansed  efficiently  with  soap,  it  may 
be  necessary  to  use  a strong  mineral  acid  such 
as  nitric  acid.  ( Where  possible,  bite  wounds 
should  not  be  immediately  sutured. ) The  im- 
mediate cleansing  of  the  wound  is  very  im- 
portant. The  patient  should  also  be  instructed 
to  confine  the  animal  or  have  it  watched  until 
it  can  be  placed  under  proper  observation.  The 
humane  officer  should  be  called  immediately  or 
where  possible  the  animal  should  be  placed  in 
a veterinary  hospital  at  once.  (This  is  a present 
health  requirement. ) 

Criteria  for  Determination  of  Rabies  Exposure 

It  is  strongly  recommended  that  the  following 
criteria  be  employed  in  the  determination  of 
whether  treatment  should  be  initiated. 

For  the  purpose  of  management  of  human 
exposure,  a rabid  animal  is  defined  as  one 
which  according  to  Dr.  T.  F.  Sellers,  Director  of 
the  Georgia  Department  of  Health : ( 1 ) is  proved 
to  be  rabid  by  laboratory  methods;  (2)  is 
clinically  rabid  by  veterinary  diagnosis;  (3)  dies 
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from  unknown  causes  and  is  not  subjected  to 
laboratory  examination  within  ten  days  after 
biting;  (4)  disappears  after  biting  and  cannot 
be  located;  (5)  bites  without  provocation  and 
is  killed  before  confirmatory  brain  lesions  have 
had  time  to  develop  or  before  mouse  inocula- 
tion has  been  performed. 

The  decision  regarding  treatment  can  best  be 
made  by  the  physician.  In  the  past  he  had  to 
weigh  the  possible  hazards  of  treatment  against 
the  danger  of  rabies,  but  this  is  no  longer  true 
because  little  or  no  neurotropic  reaction  has 
occurred  in  man  after  injection  of  duck  embryo 
vaccine,  except  individuals  allergic  to  ducks  or 
duck  eggs.  (This  may  or  may  not  be  true  in 
100%  of  the  cases  since  not  all  patients  react 
the  same  and  this  treatment  has  been  employed 
for  a relatively  short  period  of  time.)  The  phy- 
sician should  take  into  consideration  the  possible 
or  actual  presence  of  rabies  in  the  area  and  in 
the  species  of  animal  plus  clinical  behavior  of 
the  biting  animal  and  the  vaccination  status  of 
the  biting  animal. 

The  Maricopa  County  Health  Department, 
when  asked  by  the  physician  for  assistance  in 
determining  whether  or  not  treatment  should 
be  initiated,  makes  its  recommendations  based 
on  a thorough  investigation  and  generally  by 
modifying  the  recommendation  of  Dr.  Sellers  and 
the  World  Health  Organization. 

If  the  biting  animal  is  a large  wild  animal 
such  as  fox,  bobcat,  coyote,  skunk,  and  others, 
immediate  treatment  is  recommended. 

Recommendations  Following  Bat  Bites 

There  should  be  no  hesitation  in  initiating 
treatment  in  bites  inflicted  by  bats.  Several  facts 
should  be  considered:  (1)  the  bat  is  both  a 
symptomatic  as  well  as  an  asymptomatic  carrier. 
(2)  the  absence  of  Negri  bodies  in  the  bat  brain 
does  not  assure  that  the  bat  was  free  of  rabies. 
Not  only  do  many  rabies-positive  bat  brains  lack 
Negri  bodies,  but  many  rabies-infected  bats 
possess  virus  in  the  salivary  glands  only.  (3) 
about  15%  of  our  commonest  Southwestern  bat 
species  were  recently  determined  infected,  but 
the  infected  bats  showed  no  symptoms.  (Dr. 
Denny  G.  Constantine,  Chief,  Southwest  Rabies 
Investigation  Station,  New  Mexico.) 


In  bites  involving  dogs,  an  important  fact  to 
remember  is  that  dogs  are  known  to  emit  the 
rabies  virus  in  the  saliva  toward  the  end  of  the 
incubative  period,  two  to  three  days  before 
symptoms  appear.  If  a dog  remains  healthy  past 
the  seventh  to  tenth  day  it  is  not  likely  that  he 
was  shedding  the  virus  when  he  bit  the  victim. 

Types  of  Treatment  Available. 

Once  it  has  been  established  that  post-exposure 
treatment  is  necessary,  the  physician  has  a choice 
of  the  following:  (1)  Semple  vaccine  (1919)  a 
phenolized  fixed  virus  vaccine  (2)  ultra-violet 
irradiated  fixed  virus  vaccine  ( 3 ) a vaccine  pre- 
pared in  duck  embryos,  inactivated  with  beta- 
propiolactone  (4)  plus  anti-rabies  serum  (hyper- 
immune serum). 

The  anti-rabies  serum  is  derived  from  the 
blood  of  horses  which  have  been  hyperimmu- 
nized  by  replicate  injections  of  fixed  rabies 
virus.  If  the  physician  elected  to  initiate  treat- 
ment using  the  hyperimmune  serum  in  eonjunc- 
tion  with  the  duck  embryo  vaeeine  or  any  of 
the  other  types  of  vaeeine  mentioned  several 
facts  should  be  taken  into  consideration:  (1)  the 
hyperimmune  serum  eonfers  passive  immunity 
and  gives  immediate  protection  for  a short  period 
of  time  until  the  mentioned  vaccine  treatment 
ean  confer  active  immunity.  The  hyperimmune 
serum  is  essential  in  eases  where  the  ineubation 
period  is  short.  ( 16-22  days ) ( 2 ) a sensitivity 
test  should  be  performed  before  initiating  the 
use  of  hyperimmune  serum,  sinee  serum  siekness 
is  a comparatively  eommon  side  reaction  in  the 
administration  of  equine  serum.  (3)  the  hyper- 
immune serum  loses  its  effectiveness  if  used 
more  than  72  hours  after  the  exposure.  It  has 
been  used  in  some  instances  where  there  was 
hope  that  some  protection  could  be  gained  be- 
fore multiplication  and  migration  of  the  virus 
to  the  central  nervous  system.  (4)  the  recom- 
mended treatment,  when  using  hyperimmune 
serum  with  other  active  immunization  agents,  is 
one  therapeutie  dose  of  serum  (administered 
within  seventy-two  hours,  preferably  24  hours) 
and  at  least  14  daily  doses  of  vaeeine.  In  cases 
where  serum  is  followed  by  a full  eourse  of 
vaccine  it  is  suggested  that  two  supplemental 
doses  of  vaccine  be  administered  at  10  and  20 
days  following  the  completion  of  the  usual  vac- 
cine schedule,  \\4iere  possible,  these  supple- 
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mental  closes  should  be  with  a vaeeine  of  non- 
nervous-tissue  origin.  (WHO  Fourth  Report  No. 
201). 

The  above  reeommendations  are  only  a guide 
and  in  certain  situations  specific  conditions  may 
warrant  modifications.  E.xamples  are:  (1)  Some 
of  the  serum  dose  might  be  infiltrated  into  the 
tissue  beneath  the  wound,  when  this  is  feasible 
(total  amount  of  serum  depends  on  weight  of 
patient)  (2)  a single  dose  of  serum  might  be 
administered  while  the  dog  is  being  observed 
for  7 - 10  days.  (3)  three  doses  of  vaccine  at 
daily  intervals  and  no  further  vaccine  as  long 
as  the  animal  stays  healthy  for  7-10  days.  If 
interval  between  exposure  and  serum  adminis- 
tration is  greater  than  24  hours,  or  if  there  are 
severe  wounds  about  the  head  or  neck,  2 or  3 
times  the  recommended  amount  of  serum  might 
be  administered.  Application  of  ordinary  anti- 
septics and  antibiotics  or  anti-tetanus  procedures 
should  be  initiated,  regardless  of  anti-rabies 
treatment  when  indicated. 

Precautions 

Anti-rabies  serum  delays  virus  propagation, 
thus  allowing  more  time  for  the  vaccine  to  in- 
duce antibodies  to  the  virus,  but  it  should  be 
remembered  that  serum  alone  is  of  no  value 


in  the  treatment  of  rabies.  After  a sensitivity 
test  (for  the  anti-rabies  serum)  has  been  per- 
formed, a careful  history  should  be  taken  for 
past  evidence  of  angioneurotic  edema,  asthma, 
or  other  allergies  including  sensitivity  to  horse 
serum.  It  is  believed  that  if  more  than  one  dose 
of  therapeutic  serum  is  given  or  less  than  the 
14  daily  doses  of  vaccine  are  used,  there  may 
be  an  interference  with  antibody  production. 
The  same  syringe  should  not  be  used  in  ad- 
ministering the  vaccine  and  serum,  nor  should 
the  same  site  be  used  because  there  may  be 
some  neurtalization  of  the  vaccine. 

With  the  evidence  of  the  endemicity  of  rabies 
in  Maricopa  County  every  effort  should  be  made 
toward  the  control  and  the  eventual  elimination 
of  the  disease  from  the  animal  populations.  The 
elimination  may  be  effected  by  setting  up  trans- 
mission barriers  such  as  domestic  animal  vaccina- 
tion, reduction  of  excessive  numbers  of  wildlife 
vectors,  and  elimination  of  stray  dogs. 

Until  rabies  is  controlled  the  physician,  victim, 
and  health  authorities  will  be  continually  faced 
with  the  dilemma  of  treatment,  but  this  old 
disease,  like  the  new  zoonoses,  cannot  be  con- 
trolled without  the  concerted  effort  of  all  in- 
volved. 


W.  B.  SAUNDERS  COMPANY  features  the  following  recent  books 
in  their  full  page  advertisement  appearing  elsewhere  in  this  issue: 

CHERNIACK  AND  CHERNIACK  - RESPIRATION  IN  HEALTH  AND  DIS- 
EASE — Clearly  e.xplains  the  mechanisms  by  which  pathological  processes  pro- 
duce clinical  findings  in  respiratory  disease. 

FLUHMANN  — THE  CERVIX  UTERI  — Eully  covers  diagnosis,  clinical  mani- 
festations, medical  and  surgical  management. 

TENNEY  AND  LITTLE  - CLINICAL  OBSTETRICS  - Authoritative  manage- 
ment of  24  problems  which  currently  cause  difficulty  in  safe  delivery. 
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This  Is  The  Biological 
Warfare  Threat 

LeRoy  D.  Fothergill,  M.D. 


Epidemics,  epizootics  and  epiphytotics  will  be  directed  against  civilian,  rather 
than  military,  targets.  The  stringent  requirements  of  high  infectiousness,  stability 
during  dissemination,  military  availability  and  kick  of  immunity  are  met  by 
many  pathogens  presently  absent  or  rare  in  this  country.  They  may  be  introduced 
by  sabotage  or,  under  proper  meteorological  conditions,  very  effectively  by 
aerosols  of  the  1 to  5 micron  range  delivered  by  weapons  systems.  Extensive 
preparation  on  local  level  is  essential  to  defense. 


THE  THREAT  of  biological  warfare  cannot 
be  ignored.  Every  community  in  our  land  must 
examine  its  potentialities  in  detail.  The  greatest 
danger  may  not  lie  in  its  capacity  to  kill  people, 
but  rather  in  the  destruction  of  the  economy 
through  the  incapacitation  of  the  working  force 
and  the  reduction  of  crops  and  domestic  ani- 
mals. 

Biological  warfare  is  primarily  a strategic 
weapon  for  two  major  reasons:  First,  it  has 
no  quick-kill  effect.  The  incubation  period  of 
infectious  diseases  renders  the  agents  thereof 
unsuitable  for  hand-to-hand  encounter.  A man 
can  be  an  effective  fighting  machine  throughout 
the  incubation  period  of  most  infectious  dis- 
eases. Secondly,  the  optimum  effectiveness  of 
BW  would  accrue  from  the  possibility  of  cover- 

Presented  at  the  Ninth  U.  S.  Civil  Defense  Council  Conference, 
Medical-Health  Section,  Sept.  21-22,  1960,  Minneapolis,  Minn. 

Scientific  Advisor,  U.  S.  Army  Chemical  Corps  Biological  Lab- 
oratories. 

This  material  was  originally  presented  in  a Symposium  on 
Non-Military  Defense,  at  the  137th  Meeting  of  the  American 
Ch  emical  Society,  Cleveland,  Ohio,  April  I960,  and  was  subse- 
quently published  in  Advances  in  Chemistry  Series,  No.  26, 
American  Chemical  Society. 


ing  very  extensive  target  areas.  Our  most 
thoughtful  attention  must  be  given  to  the  latter 
in  planning  for  eivil  defense. 

One  of  our  first  considerations,  of  course,  is 
the  eharacter  and  properties  of  agents  that  might 
be  used.  Only  relatively  few  micro-organisms 
are  suitable  for  BW  purposes.  These  possess  cer- 
tain general  characteristies  that  meet  the  special 
criteria  required  for  inclusion  in  an  arsenal  of 
agents.  Some  of  these  eharacteristies  are: 

1.  The  agent  must  be  highly  infectious.  Judg- 
ment as  to  possession  of  this  characteristie  is 
based  upon  a variety  of  evidence,  prineipally 
medical  and  epidemiological.  Very  con\ineing 
evidence  is  suggested,  of  eourse,  in  the  case  of 
those  agents  which  frequently  cause  infection 
in  laboratory  workers.  Positive  evidence  has  been 
obtained  for  many  microorganisms  by  direct 
infection  of  volunteers  by  x'arious  routes  of 
administration.  There  is  an  extensixe  literature 
reporting  such  results. 


224 


Arizona  Medicine 


August,  1961 


The  aerosol  close  of  two  microorganisms  was 
determined  experimentally  in  human  volunteers, 
recently,  during  the  course  of  studies  of  the 
effectiveness  of  vaccines.  The  dose  of  Coxiella 
burnetii,  the  causative  agent  of  Q fever,  was 
found  by  Tigertt  and  Benenson(l)  to  be  10® 
grams  of  homogenized,  infected  chick  embryo 
tissue.  Saslaw,  et  al(2)  found  the  aerosol  dose  of 
PasteureUa  tulorensis  for  man  to  be  25  to  50 
organisms.  Incidentally,  it  was  found  in  these 
experiments  that  a living,  attenuated  organism, 
used  as  a vaccine,  provided  excellent  protection 
against  infection  in  individuals  subsequently  ex- 
posed to  a virulent  organism. 

2.  The  agent  must  have  sufficient  viability 
and  virulence  stability  to  meet  minimal  logistic 
requirements.  This  property  can  be  improved 
by  appropriate  research. 

3.  The  agent  must  be  capable  of  being  pro- 
duced on  a militarily  significent  scale. 

4.  The  agent  should  not  be  unduly  injured 
by  dissemination  in  the  field  and  it  should  have 
a minimum  decay  rate  in  the  aerosol  state. 

5.  There  should  be  minimal  immunity  in  the 
target  population. 

It  is  quite  obvious  that  there  are  many  micro- 
biological agents  that  do  not  meet  these  basic 
requirements  for  BW  purposes.  Conversely, 
there  are  relatively  few  organisms  that  meet 
them. 

There  are  certain  military  characteristics  also 
that  should  be  kept  in  mind.  Agents  may  be 
selected  for  the  purpose  of  accomplishing  a 
particular  mission.  In  other  words,  an  enemy 
might  use  lethal  agents  or  agents  that  may  cause 
varying  degrees  of  incapacity. 

There  are  two  general  methods  whereby 
agents  might  be  applied  to  a target.  The  first, 
and  most  important  of  these,  is  through  the  overt 
military  delivery  through  weapons  systems  de- 
signed to  create  an  aerosol  or  cloud  of  the 
agent.  The  second  would  be  through  covert 
methods. 

The  basic  concept  of  creating  a cloud  or 
aerosol  of  biological  agents  stimulated  much 


research  concerning  the  behavior  and  properties 
of  small  particles  containing  viable  microorgan- 
isms. This  research  has  yielded,  among  other 
things,  much  information  concerning  the  patho- 
genesis of  respiratory  infections.  One  of  the 
major  contributions  has  been  the  demonstra- 
tion of  the  importance  of  particle  size  in  the 
initiation  of  infection.  The  natural  anatomical 
and  physiological  features  of  the  upper  respira- 
tory tract,  such  as  the  turbinates  of  the  nose 
and  the  cilia  of  the  trachea  and  larger  bronchi, 
are  capable  of  impinging  out  the  larger  particles 
to  which  we  are  ordinarily  exposed  in  our  daily 
existence.  Very  small  particles,  in  a size  range 
of  one  to  five  microns  in  diameter,  are  capable 
of  passing  these  impinging  barriers  and  entering 
the  alveolar  bed  of  the  lungs;  an  area  highly 
susceptible  to  infection.  This  is  illustrated  by 
the  data  in  Table  1(3). 

These  very  small  particles  remain  suspended 
in  the  air  for  a long  period  of  time,  particularly 
if  there  is  some  atmospheric  turbulence.  The 
smaller  the  particle,  the  further  it  will  travel 
downwind  before  settling  out.  Such  an  aerosol 
will  diffuse  through  structures  in  much  the  same 
manner  as  a gas,  thus  giving  it  a remarkable 
property  for  target  searching. 

There  are  a number  of  critical  meteorological 
conditions  that  must  be  met  for  a biological 
aerosol  to  produce  optimum  effect.  For  ex- 
ample, bright  sunlight  kills  living  microorganisms 
suspended  in  air.  There  are  optimal  humidity 
requirements  for  most  agents  when  airborne. 
Neutral  or  inversion  meteorological  conditions 
are  necessary  for  a cloud  to  travel  along  the 
surface.  It  will  rise  during  lapse  conditions. 
There  are  certain  times  (late  night  and  early 
morning)  during  the  24-hour  daily  cycle  when 
most  of  these  conditions  will  be  met. 

The  behavior  of  duds  of  small  particles  can 
be  illustrated  by  the  following  field  trials,  re- 
ported by  Fothergill(4). 

In  the  first  trial  an  inert  substance  was  dis- 
seminated from  a boat  traveling  some  ten  miles 
offshore  under  appropriately  selected  meteor- 
ological conditions.  Zinc  cadmium  sulfide,  in 
particles  of  2.0  microns  in  size,  was  disseminated 
by  techniques  developed  by  Perkins  et  al(5). 
This  material  fluoresces  under  ultraviolet  light 


Vol  18.  No.  8 


Arizona  Medicine 


225 


INFLUENCE  OF  PARTICLE  SIZE  ON  RESPIRATORY  VIRULENCE 
OF  FOUR  AGENTS  FOR  GUINEA  PIGS 


PMD 

RANGE 

(U) 

AGENT  RESPIRATORY  LDjqVALUES 

BACILLUS 

ANTHRACIS 

PASTEURELLA 

TULARENSIS 

(BACILLI) 

(1) 

COXIELLA 

BURNETII 

(2) 

VENEZUELAN 

EQUINE 

ENCEPHALOMYUTIS 

(VIRUS) 

(SPORES) 

(RICKETTS  II) 

0.3-1. 5 

23,000 

2.48 

1,000,000 

20 

4.0- 6.5 

221,000 

6,500 

52,700,000 

19,000 

8.5-13 

700,000 

19,500 

> 2.4  X 10^ 

280,000 

(1)  DOSE  IN  GUINEA  PIG  IP  ID50 

(2)  DOSE  IN  MOUSE  1C  LD50 

Table  No.  1 


which  facilitates  its  sampling  and  assessment. 
Four  hundred  and  fifty  pounds  were  dissemi- 
nated while  the  ship  was  traveling  a distance 
of  156  miles. 

The  results  are  described  in  Figure  1,  follow- 
ing. 

This  aerosol  traveled  a maximum  sampled  dis- 
tanee  of  some  450  miles  and  covered  an  area 
of  over  34,000  square  miles.  The  concentration 
of  particles  could  have  been  increased  by  in- 
creasing the  source  strength  which  was  small 
in  this  case. 

The  behavior  of  a biological  aerosol,  on  a 
much  smaller  scale,  can  be  illustrated  by  a field 
trial  conducted  with  a non-pathogenie  organism. 
An  aqueous  suspension  of  the  spores  of  B.  suh- 
tilis,  var.  niger,  generally  known  as  BaciUus 
glohigii,  was  aerosolized  using  commercially 
available  nozzles.  A satisfactory  cloud  was  pro- 
duced even  though  these  nozzles  were  only  about 
5 per  cent  efficient  in  producing  a cloud  in  the 


size  range  of  1.0  to  5.0  microns.  In  this  test, 
130  gallons  of  a suspension  of  these  spores  was 
aerosolized.  The  spraying  operation  was  con- 
ducted along  a two-mile  course  from  the  rear 
deck  of  a small  Naval  vessel,  cruising  two  miles 
offshore  and  vertical  to  an  onshore  breeze.  There 
was  a slight  lapse  condition,  a moderate  fog, 
and  100  per  cent  relative  humidity.  A network 
of  sampling  stations  had  been  set  up  on  shore. 
These  were  located  at  the  homes  of  Government 
employees  and  in  Government  offices  and  build- 
ings within  the  trial  area. 

The  results  of  this  trial  are  illustrated  in 
Figure  2.  An  extensive  area  was  covered.  The 
cloud  was  sampled  for  a distance  of  23  miles 
downwind  from  the  source.  Approximately  100 
square  miles  was  covered  \\’ithin  the  area 
sampled.  It  is  quite  likely  that  an  e^’en  greater 
area  was  covered,  particularly  downwind. 

This  trial,  then,  was  conducted  with  a li\  iug 
biological  agent  and  it  traxeled  some  23  niiles 
downwind.  This  experiment  could  be  criticized 
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MET£OROLO(ilCAL  TRIAL 
FLUORESCENT  R^RnaES 


o 


o 


AREA  CO^IlMX. 
iS4t//nte  M/us) 

> 1 PMI-34.800 

>10PMt-23,OOO 

>100PML-I3,900 

>1000 fWL-4, 500 


TB^OC  K-B 

LEKl&n  of  SOURCE  I56statute  miles 
AMOUNT  450lbs.f&6  xIO^fiorEicles) 


o O 


too 

-4— 


MILES 


FIGURE  1 


PM /L  = Total  particles  collected  at  a sampling  rate  ol  1 liter  of  air  per  minute.  These  figures,  multiplied  by  the  breathing  rate, 
(i.e.,  15  liters  per  minute)  would  give  the  inhaled  dose. 


on  the  basis  that  it  was  conducted  with  a bac- 
terial spore  which  is  subject  to  very  little  bio- 
logical decay.  On  the  other  hand,  in  a recent 
trial  conducted  with  a vegetative  pathogen, 
guinea  pigs  were  infected  for  a distance  of  15 
miles  downwind  of  the  origin  of  the  aerosol. 
Etxrapolative  calculations  suggested  that  the 
latter  aerosol  probably  traveled  a good  deal 
further  than  the  sampled  distance. 

The  former  biological  trial  was  carried  out 
with  a line  source  only  two  miles  in  length 
and  the  aerosol  was  generated  by  “jerry-rigged” 
equipment.  In  view  of  this,  it  requires  no 
imagination  to  conceive  of: 

1 ) The  design  of  specific  military  equipment 
to  accomplish  this; 

2)  The  possibility  of  increasing  the  source 
strength  to  any  desired  degree;  and 


3)  Extending  such  a line  for  10,  100,  500 
miles  or  for  any  distance  for  which  equipment 
might  be  designed,  thus  covering  a very  exten- 
sive target  area. 

The  possibility  of  the  strategic  coverage  at 
long  range  of  very  extensive  target  areas  is  the 
major  threat  of  to  our  nation.  One  of  the 
major  problems  defensively  would  be  the  medi- 
cal care  of  the  large  number  of  casualties  that 
might  occur.  It  is  mandatory  that  there  be  de- 
tailed advance  planning  for  this  eventuality  at 
the  community  level  in  every  cit\^  village  and 
hamlet. 

There  are  certain  other  effects,  however,  that 
are  important  defensively  and  which  must  be 
emphasized.  These  have  not  received  adequate 
attention  in  the  past.  Such  an  extensive  aerosol 
coverage  with  an  infectious  agent  might  create 
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FIGURE  2 


certain  ecological  and  environmental  problems 
of  great  importance.  For  one  thing,  bearing  in 
mind  the  great  capability  of  aerosols  to  pene- 
trate structures,  it  is  quite  obvious  that  there 
would  be  widespread  contamination  throughout 
the  target  area;  contamination  of  hospitals,  food 
supplies,  public  and  domestic  kitchens,  restau- 
rants, warehouses,  etc.  In  some  instances,  de- 
pending upon  the  agent  involved,  there  may 
even  be  additional  multiplication  in  some  of 
these  contaminated  products;  for  example,  the 
well  recognized  ability  of  the  typhoid  bacillus 
or  the  dysentery  group  of  organisms  to  grow 
in  milk. 

There  is  another  and  an  even  more  serious 
problem  to  be  considered.  All  living  things  in 
such  a target  area  would  inhale  the  aerosol. 
This  would  involve  a variety  of  animals  and 
birds,  both  domestic  and  wild.  There  may  be 
some  very  serious  consequences  from  this  in  that 
new  enzootic  foci  of  disease  might  be  estab- 


lished. For  example,  an  aerosol  of  the  plague 
bacillus  might  seek  out  rats  in  their  burrows  or 
squirrels  in  their  dens. 

In  view  of  these  target  considerations,  it  might 
be  well  to  reconsider  types  of  agents  for  which 
we  should  plan  defense.  Agents  can  be  divided 
into  three  broad  categories  for  this  purpose. 

First,  we  must  face  the  threat  of  the  military 
delivery  of  truly  exotic  agents  against  our  human 
and  animal  population  and  against  our  agri- 
cultural crops.  Indeed,  some  of  these  agents, 
such  as  the  viruses  of  Rift  Valley  fever  or  looping 
ill,  might  be  infectious  for  both  man  and  ani- 
mals. Some,  such  as  the  viruses  of  Japanese  B 
encephalitis,  Russian  spring-summer  encephali- 
tis and  Venezuelan  equine  encephalom>elitis, 
might  become  established  in  some  of  the  bird 
or  animal  population  in  the  target  area  and 
thus  create  serious  new  enzootic  foci. 
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Secondly,  we  must  face  the  threat  of  the  use 
of  agents  of  disease  against  man,  animals  or 
crops  that  had  been  eliminated  from  our  country 
at  the  cost  of  a great  deal  of  money  and  effort. 
Such  diseases  as  Asiatic  cholera,  yellow  fever, 
smallpox  and  malaria  of  man,  and  pleuropneu- 
monia, glanders  and  foot  and  mouth  disease  of 
animals,  are  examples.  If  such  diseases  were  re- 
established, their  control  again  might  be  ex- 
ceedingly costly. 

Thirdly,  agents  that  are  currently  endemic  or 
periodically  epidemic  might  be  used  and  some 
might  be  disseminated  over  areas  where  they 
are  not  now  prominent.  Among  these  may  be 
mentioned  the  organisms  of  plague,  tularemia, 
tuberculosis,  brucellosis,  coccidioidomycosis,  etc. 
Our  country  has  spent  millions  of  dollars,  for 
example,  for  the  eradication  and  control  of  bru- 
cellosis in  agricultural  animals.  Cows,  calves, 
swine,  sheep  and  goats  would  breathe  an  aerosol 
of  this  agent  disseminated  over  a large  target 
area.  This  might  then  re-infect  animals  in  large 
areas  that  are  now  relatively  free  of  this  dis- 
ease. 

The  possibility  that  mixtures  of  agents  might 
be  used  should  not  be  ignored.  Some  anti- 
animal agent  might  be  included  with  an  anti- 
personnel charging. 

A variety  of  biological  agents  are,  of  course, 
suitable  for  delivery  through  enemy  sabotage 
which  creates  many  problems  in  defense.  One’s 
imagination  can  run  wild  in  this  regard.  There 
are  a few  obvious  targets,  however  of  great  im- 
portance. The  air-conditioning  and  ventilating 
systems  of  large  buildings  are  obvious  points  for 
attack.  Our  country  possesses  enormous  food 
processing  industries,  including  the  preparation 
of  soft  drinks,  and  the  processing  of  milk  and 
milk  products,  that  are  subject  to  sabotage.  Huge 
industries  are  involved  in  the  production  of 
biological  products,  drugs  and  cosmetics  which 
are  liable  to  this  type  of  attack. 

Specific  biological  warfare  agents  may  be 
used  for  the  reduction  or  destruction  of  agri- 
cultural crops  and  domestic  animals  — in  other 
words,  antifood  biological  warfare.  The  im- 
portance of  food,  especially  during  war,  needs 
no  emphasis.  Some  crops  are  of  critical  im- 


portance in  other  aspects  of  the  economy.  The 
fiber  crops,  cotton  and  hemp,  are  examples. 
Some  industrial  chemicals,  such  as  alcohol,  rub- 
ber, and  certain  oils  are  produced  from  agri- 
cultural crops.  Last  but  not  least,  certain  pleas- 
sure-producing  crops,  such  as  tobacco,  tea,  cof- 
fee and  various  herbs  and  spices,  should  be 
mentioned.  A number  of  important  drugs,  such 
as  digitalis,  opium  and  quinine,  are  derived  from 
specific  crops.  Domestic  animals  contribute  a 
fair  share  to  the  overall  economy.  In  addition 
to  meat,  dairy  and  poultry  products,  there  are 
many  other  important  products  of  the  animal 
industry,  such  as  draught  power,  transport  in 
undeveloped  areas,  fertilizer  (manure  and  bone 
meal),  leather,  wool,  glue  and  gelatin  and  vari- 
ous very  important  pharmaceutical  products.  A 
critical  item,  in  considerating  defense,  is  the 
embryonated  egg  and  its  use  in  the  preparation 
of  various  viral  and  rickettsial  vaccines. 

In  all  wars  in  the  past,  military  efforts  have 
been  devoted  to  the  reduction  of  the  enemy’s 
food  supply.  This  has  always  been  an  important 
strategem  in  naval  blockades.  The  grain-laden 
freighter  has  been  a prime  target  for  the  sub- 
marine. Antifood  biological  warfare  could  be 
decisive  in  any  major  conflict  of  long  duration. 
An  attractive  feature  of  anticrop  warfare  is  that 
it  does  not  destroy  man’s  physical  assets  — his 
cities,  his  bridges,  his  railroads,  ete.  The  soil, 
moreover,  is  not  rendered  infertile  for  agricul- 
tural production  the  following  year.  This  situa- 
tion would  be  somewhat  more  serious  in  the 
case  of  antianimal  BW,  since  it  would  take 
several  years  to  develop  new  herds. 

Two  types  of  anticrop  agents  with  very  dif- 
ferent characteristics  might  be  used.  One  class 
is  represented  by  a group  of  chemical  agents 
that  act  as  growth-regulating  hormones,  such  as 
2,4-dichlorophenoxyacetic  acid.  These  chemicals 
are  active  in  extremely  small  amount.  This  par- 
ticular compound  is  most  active  against  the 
broad-leaved  species.  It  is  manufactured  on  a 
large  scale  for  use  as  a weed  killer. 

The  chemical  agents  are  not,  of  course,  self- 
propagating  and  will  affeet  only  those  plants  to 
which  they  have  been  applied.  On  the  other 
hand,  they  are  much  more  catholic  in  the  variety 
of  plants  affected  than  is  the  ease  with  the 
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highly  specific  biological  agents. 

The  biological  anticrop  agents  would,  un- 
doubtedly, be  the  most  damaging  if  used  on  a 
large  area  basis.  Agents  would  be  selected  for 
their  capacity  to  propagate.  Experience  with 
natural  epiphytotics  indicates  that  large  crop 
areas  may  be  covered.  The  spread  of  stem  rust 
of  wheat  up  the  Mississippi  Valley  and  Great 
Plains  area  and  on  into  Canada  is  a typical  ex- 
ample. The  famine  in  Ireland  in  1846  and  1847 
due  to  a widespread  epiphytotic  of  late  blight  of 
potatoes  is  illustrative  also.  Blast  disease  of  rice 
has  caused  repeated  damage  to  the  rice  crop  in 
the  Orient. 

Our  country  is  in  a relatively  favorable  de- 
fensive position  in  anticrop  warfare.  We  are  in 
the  unusual  position  of  finding  overproduction 
of  agricultural  crops  a major  problem.  As  a 
result,  we  have  several  years  of  most  major 
products  in  storage.  Our  agriculture,  moreover, 
is  very  diversified  and  biological  agents  are 
highly  specific.  Actually,  those  countries  that 
are  generally  dependent  for  climatic,  agronomic 
or  traditional  reasons,  on  a single  crop  are  the 
most  vulnerable. 

Our  position  with  respect  to  antianimal  agents, 
on  the  other  hand,  is  critical.  Our  animal  popula- 
tions are  highly  susceptible  to  the  major  plagues 
of  livestock.  Introduction  of  these  agents  could 
be  devastatingly  serious. 

This,  then,  is  the  BW  threat.  This  is  the  frame- 
work upon  which  defensive  thinking  and  plan- 
ning can  be  built.  Other  speakers  will  present 
plans  and  procedures  in  detail  for  providing  a 
readiness  in  defense. 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
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Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 25,000  U.  S.  P.  Units 

Vitamin  D 1,000  U.S.  P.  Units 

Thiamine  Mononitrate 10  mg. 

Riboflavin 10  mg. 

Niacinamide 100  mg. 

Vitamin  C 200  mg. 

Pyndoxme  Hydrochloride 5 mg. 

Calcium  Pantothenate 20  mg. 

Vitamin  B,2 5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


Theragran  is  a Squibb  trademark 
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^^nutritlon... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^ 


1.  Youmans,  J.  B.;  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.””  2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis  ‘ ‘It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy 


”3 


3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

1?  pcpoT-f'li  r^niinn'l  ® Sebrell,  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5,  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  ‘‘Studies  by  Wexberg,  Jollifife  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult. 6.  Overholser,  W.,  and  Fong,  T.C.C.  in  Stleglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Llppincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.^  7.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct,  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec.lO)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  ‘‘Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”*’ 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1'959,  p.  812.  9.  Pollack,  H.;  Am.  J.  Med.  25:708  (Nov.)  1958. 
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It  takes  so  little  to  trigger  an  asthmatic  attack... 


it  takes  so  little  MOR€  to  control  it. . . 
the  simple  addition  of.3TiZ|R>2IX  to  your  classic  anti- 
asthmatic therapy  increases  therapeutic  success  even  in 

riiffiPIlll'  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.-an 

Ull  I lUUI  L |Ju  UCII  lO  antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.’ 

Ephedrine  sulfate  25  mg.— to  reduce  congestion.  Theophylline  130  mg. 
—for  bronchospasmolysis. 


“Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates.”*  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  “...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved.”* 


If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  “little  MORE”  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, in  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


Vol  18.  No.  8 


Arizona  Medicine 


27A 


drugs  anonymous 


One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic -name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 


How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

. . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . .” 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  .'Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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A ’cardiograph, 
portable  as 
your  “doctor’s 
bag” 


It’s  easy  to  take  the  Sanborn 
“300  Visette®’’  along  on  your 
house  calls  because  it  is  compact 
and  weighs  only  18  pounds,  in- 
cluding all  accessories.  Modern  electronics 
- — transistors  and  printed  circuits  — make 
it  rugged  to  withstand  the  wear  and  tear 
on  a portable  instrument.  Yet  even  with 
such  durability  and  compactness,  there 
has  been  no  sacrifice  in  accuracy,  depend- 
ability, and  performance. 

In  addition  to  the  portable  model,  San- 
born also  offers  the  “100  Viso”,  a handsome 
desk -top  ECG  with  two  speeds,  three 
recording  sensitivities  and  provision  for 


Ask  your  Sanborn  Branch  Office  or 
Service  Agency  for  complete  information 
on  the  no-obligation  15-day  trial  period 
and  convenient  time  payments.  Medical 
Division,  SANBORN  COMPANY,  175 
Wyman  St.,  Waltham  54,  Mass. 

Sanborn  service  lasts  long  after  the  sale 
. . . from  people  who  know  your  ECG  and 
value  your  satisfaction. 


hospitals 


recording  and  monitoring  other 
phenomena.  Its  mobile  counter- 
part, the  “lOOM  Viso”,  is  easily 
rolled  to  the  patient’s  bedside  in 
and  clinics. 


Phoenix  Resident  Representative  25  E.  Osborn  Rd.,  Amherst  5-6328 
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COPR.®  1932  JAMES  THUR6ER 


For  a better  way  to  treat  headache, 

prescribe  Trancojpriii® 


How  Trancoprin  relieves  pain;  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal®,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 
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Medical  Society  of  the  United  States  and  Mexico 


Annual  Meeting -1961 


Plans  continue  to  take  shape  for  the  next 
meeting  of  the  Medical  Society  of  The  United 
States  and  Mexico  which  will  take  place  in 
Herinosillo,  Sonora,  Mexico  December  6,  7 and 
8 of  this  year. 

Some  modifieations  of  the  policies  under 
which  these  meetings  have  been  organized  in 
the  past  will  he  applied  in  Hermosillo.  Emphasis 
on  social  events  will  be  limited,  in  favor  of  a 
greater  variety  in  the  scientific  program  while 
maintaining  a level  of  high  quality  in  the  papers. 
An  effort  will  be  made  to  have  some  symposia 
or  round  tables  as  well  as  wet  and  dry  clinics 
on  certain  topics.  For  example,  coccidodomycosis 
is  endemic  in  a good  portion  of  the  state  of 
Sonora,  and  much  interest  and  experienee  has 
been  gathered  among  the  physicians  in  the 
Hermosillo  area  in  this  disease  so  that  a session 
on  this  topic  would  be  welcome.  We  will  attempt 
to  limit  the  papers  given  to  six  from  eaeh 
country. 

In  September  more  information  on  the  meet- 
ing and  a more  definitive  version  of  the  pro- 
gram will  be  mailed  to  the  members. 

Purchase  of  a translation  electronie  unit  by 
the  Society  is  being  considered.  This  equipment 
makes  possible  the  simultaneous  verbal  reception 
of  one  paper  in  both  Spanish  and  English.  While 
the  speaker  gives  his  contribution  in  his  mother 
tongue  to  the  audience  in  general,  those  in 


attendance  who  only  understand  the  other 
language  will  be  able  to  hear  it  in  that  language 
through  a version  spoken  into  the  transmitting 
unit  and  heard  only  by  those  holding  individual 
receivers.  This  should  allow  universal  under- 
standing and  appreciation  of  the  papers.  Sueh  a 
system  is  employed  in  multilingual  gatherings, 
such  as  the  U.N. 

The  Society  is  also  taking  a stand  in  the  con- 
troversial ECMFG  examinations  and  its  regula- 
tions governing  the  employment  of  interns  and 
residents  in  U.S.  hospitals  especially  from 
Mexico.  After  consultation  with  members  of  our 
Executive  Committee  in  Mexico  and  in  the 
United  States  we  have  written  the  Educational 
Council  advocating  certain  basic  modifications 
in  the  program,  which  would  allow  Mexican 
physicians  to  be  employed  by  U.S.  hospitals 
prior  to  taking  the  ECMFG  examination,  on  a 
probationary  basis  as  clinical  clerks  with  limited 
responsibilities  for  a period  of  approximately 
six  months.  During  that  time  the  employer  hos- 
pital would  commit  itself  to  an  intensive  didactic 
program  preparatory  to  taking  the  examination, 
which  would  emphasize  language  courses,  as 
well  as  a medical  teaching  program. 

An  effort  will  be  made  to  provide  the  readers 
with  current  information  in  the  monthly  issues 
of  Arizona  Medicine  concerning  the  activities  of 
the  Society,  especially  in  connection  with  our 
forthcoming  meeting  in  Hermosillo. 
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IntrodLiicing  PHILIPS  ROXANE 


PHILIPS  ROXANE,  INC.  COLUMBUS,  OHIO  SUBSIDIARY  OP  PHILIPS  ELECTRONICS  AND  PHARMACEUTICAL  INDUSTRIES  CORP. 

PROGRESS  IN  RESEARCH  FOR  MEDICINE 


A new  name  in  Ptiarmaceuticals 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  faithfully. 
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THE  HOSPITAL  BENEFIT  ASSURANCE  PLAN 
GUARANTEED  RENEWABLE 
FOR  LIFE 


SUR 


the  h b a.  life  insurance 


nillCE  R GASKINS,  JA.D. 
MEoicAl  DIRECTOR 


RE;  Cancer  Insurancf 


Dear  Doctor:  entire  family 

,tt,e.s  Cancer  Insurance  under 

HBA  life  b cai  unmarried  cLiiax 

fa  pra»iu.  of  only  $15.00. 

individual,  *7.50.  ,,„verage  you  will 

*2500.00  in  addi^O  d^^  might  have.  ^ 

fa^crn^roLcyVyaJ;-^^^^^^^^  Hie  iioapUal. 

- -agT^  ;rwii?rglaVlo  send  a folder  on 
reioest.  yours. 


Duke  R.  Gaskins,  M.D, 
Medical  Director 


•&/ 


Offices  in: 

First  at  Willetta 
Phoenix,  Arizona 

456  N.  Country  Club  Dr. 

Mesa,  Arizona 

31  N.  Tucson  Blvd. 
Tucson,  Arizona 
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The  President's  Page 


Our  Rapport 

Leslie  B.  Smith,  M.D. 


Leslie  B.  Smith,  M.D. 


We  were  highly  complimented  by  the  unsolicited 
comments  given  by  one  of  our  experienced  exhibitors. 
This  exhibitor,  who  chooses  to  have  his  name  remain 
anonymous,  requested  the  privilege  of  reviewing  his 
observations  at  our  1981  meeting,  and  compared  them 
with  some  of  his  previous  experiences  with  us.  He  stated  that  . . . the  doctors 
were  much  more  friendly  this  year  . . . they  were  less  cold  . . . they  did  not 
seem  to  be  carrying  a chip  on  their  shoulders  . . . they  actually  went  down  the 
aisles  arm  in  arm  rather  than  as  strangers  . . . they  seemed  to  be  unified  and  not 
a group  of  divergent  closed  cliques  which  were  about  to  do  battle  with  each 
other.  He  further  stated  that  he  could  not  explain  the  cause  or  causes  of  this 
change  from  one  of  antagonism  to  one  of  harmony,  but  he  wished  to  assure  me 
that  the  feeling  of  congeniality  was  felt  by  virtually  all  of  the  exhibitors  in  the 
big  top.  These  observations  have  been  voiced  by  others. 


These  statements  denoting  an  improved  rapport  \\'ere  most  gratif>ang  and 
stimulating  as  I became  your  President. 


May  it  always  be  such. 
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After  1 0 weeks 
of  therapy - 
a clear  skin, 
a new  personality, 
a new  world  of 
fun  and  laughter 

pHisoHex,  used  as  a daily,  exclusive 
wash,  enhances  any  treatment  for 
acne.  Because  it  contains  3 per  cent 
hexachlorophene,  it  supplies  continuous 
antibacterial  action  to  help  combat 
the  infection  factor.  pHisoHex 
cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
keratolytic  pHisoAc  Cream  provide 
basic  complementary  topical  therapy 
for  patients  with  acne  — to  unplug 
follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

New  pHisoAc  Cream  dries,  peels  and 
helps  clegerm  the  skin;  flesh-toned,  it 
tends  to  hide  acne  lesions  as  they  heal. 
pHisoHex,  in  unbreakable  squeeze 
bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  1 1/9  oz.  tubes. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 


CLINICAL  PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 


ForAcne-pHiSOHeX^and 

® antibacterial,  nonalkaline,  nonirritating, 
hypoallergenic  detergent 
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Editorials 

The  Brainwashed  Doctor 


How  does  a man  determine  a fact?  First  of 
all,  how  does  he  determine  a scientific  fact? 
Specifically,  how  does  a physician  establish  med- 
ical fact?  Ideally  by  research  — by  long  hours  in 
the  laboratory  or  by  painstaking  and  controlled 
observations  at  the  bedside,  in  the  operating 
room,  in  the  consulting  chamber.  In  default  of 
investigative  opportunity,  with  its  associated 
statistical  checks,  often  through  personal  experi- 
ence, at  first  perhaps  largely  intuitive,  but  grad- 
ually accumulating  into  a mass  of  supportable 


clinical  wisdom.  Finally,  in  a day  when  learning 
is  so  vast  that  no  one  man  can  be  individually 
knowledgeable  about  even  a small  professional 
field,  each  doctor  must  appeal  to  authority, 
preferably  unbiased  authority.  When  authorities 
disagree,  he  tries  to  match  opposing  or  supple- 
mentary or  differing  judgments  on  the  question 
at  issue.  This  technique  holds  every  decision  as 
only  tentative,  subject  to  constant  review  and  to 
change  in  the  light  of  altering  evidence. 

How  does  this  same  physician,  this  earnest 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
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Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  bv  the  geireral  rules  of  medical  writing  as 
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it,  especially  for  spelling  and  punctuation. 
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will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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advocate  of  scientific  method,  seek  reality  in  the 
social  field?  How  does  he  make  his  political  de- 
cisions as  a citizen?  How  does  he  reach  a con- 
sensus with  his  fellows  on  the  economic  crises 
that  affect  medicine?  Unfortunately  from  sources 
that  regularly  represent  only  one  side  of  the  de- 
bate. From  AM  A handouts,  from  the  editorials 
of  conservative  newspapers,  from  middlebrow 
magazines,  from  the  speeches  of  right-wing  poli- 
ticians, and  lamentably  too  often  from  the  kind 
of  delusionary  nonsense  that  is  found  in  pam- 
phlets circulated  by  reactionary  paranoids.  Once 
crystallized  the  beliefs  thus  formed  are  almost 
irreversible.  They  become  tenets  to  be  defended 
against  the  infidel  with  holy  fervor.  And  there 
is  small  excuse  in  the  rebuttal  that  the  “liberals” 
have  been  fed  equally  predigested  pap,  only  of 
a different  flavor. 

Here  then  is  a plea  that  this  man,  so  well-in- 
formed, so  cautious,  so  skeptical  and  fair-minded 
in  medical  matters,  exert  the  same  care  in  his 
social  and  economic  conclusions.  He  cannot  ex- 
periment; he  knows  that  he  can  observe  only 
through  vision  distorted  by  his  own  prior  con- 
victions; and  he  knows  that  he  must  distrust  his 
own  automatic  responses  as  influenced  uncon- 
sciously by  self-interest.  There  remains  therefore 
only  appeal  to  information  — to  broad,  widely 
based,  balanced  information.  It  is  hard,  perhaps 
impossible,  in  this  age  of  propaganda  and  public 
relations,  to  find  a totally  objective  political 
opinion.  One  can  at  least  examine  all  sides  of  a 
problem. 

To  counter  his  reading  of  Time  and  Life,  the 
doctor  can  at  the  very  minimum  try  Newsweek 
and  the  Sunday  New  York  Times,  or  perhaps  one 
of  the  liberal  weeklies  such  as  the  Notion  or  the 
New  Republic.  To  square  the  stories  in  that  con- 
servative Republican  newspaper,  let  him  also 
subscribe  to  a liberal  Democratic  sheet.  As  anti- 
dotes for  broadsides  from  the  AMA,  the  Ameri- 
can Association  of  Physicians  and  Surgeons,  the 
National  Association  of  Manufacturers,  or  the 
U.  S.  Chamber  of  Commerce,  he  can  obtain  pub- 
lished blasts  from  the  opposition,  from  the  AFL- 
CIO,  from  the  American  Civil  Liberties  Union, 
from  the  Americans  for  Democratic  Action.  Be- 
fore he  swallows  whole  what  is  said  in  the  Read- 
ers  Digest,  the  Saturday  Evening  Post,  U.  S. 
News  and  World  Report,  or  the  Notional  Re- 
view, he  would  do  well  also  to  scan  journals  of 
opinion  like  the  Saturday  Review,  the  Progres- 


sive, the  Reporter,  Commentary,  the  Atlantic,  or 
Harpers.  Let  him  weigh  columnist  against  col- 
umnist, journalist  against  journalist.  Marquis 
Childs  against  George  Sokolsky,  Walter  Lipp- 
mann  against  David  Lawrence,  James  Reston 
against  Holmes  Alexander.  Everyone  can  make 
his  own  list,  fairly  to  offset  the  crusaders  of  the 
left  by  the  defenders  of  the  right.  This  entreaty 
is  only  for  tolerance,  for  wide  reading,  for  the 
open  mind,  for  an  attempt  to  view  the  full  spec- 
trum of  opinion. 

It  is  tempting  to  speculate  on  the  results  if 
every  American  physician  suddenly  decided  to 
start  fresh  on  his  politico-economic  conceptions. 
To  wipe  his  mind  clean  of  the  predilections  he 
has  gathered.  To  disregard  the  special  allegations 
and  alarums  of  the  missionaries  of  the  true  faith. 
To  begin  dispassionately  to  construct  for  himself 
a social  credo  built  from  the  best  available  fact. 
Maybe  he  would  end  up  with  exactly  the  same 
dogmas  to  which  he  now  adheres.  And  maybe 
not. 

Lindsay  E.  Beaton,  M.D. 


EYE  PROTECTION 

A News  Bulletin  received  by  the  Editor  from 
the  National  Medical  Foundation  for  Eye  Care 
requests  members  of  the  Medical  Profession  to 
be  alerted  to  the  dangers  of  the  rays  of  the  sun 
during  solar  eclipses. 

There  have  been  several  cases  of  permanent 
damage  to  the  maculae  observed  in  children  and 
in  adults  who  .viewed  these  eclipses  without 
protection  of  some  filtering  device  for  these  rays. 

Some  school  teachers  have  recommended  to 
their  students  that  they  use  old  film  negatives 
or  ordinary  dark  glasses  for  viewing  the  solar 
phenomenon.  It  was  noted  that  there  were  14 
cases  of  damage  to  the  macula  in  Oregon  and 
Washington  in  students  who  viewed  the  sun  in 
this  manner. 

It  is  felt  that  physicians  can  render  a great 
public  service  by  alerting  school  authorities  to 
the  dangers  of  viewing  the  eclipses  without 

proper  filtering  devices. 

# « * 

From  the  same  News  Bulletin  comes  an  edi- 
torial stating  the  value  of  screening  tests  for 
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glaucoma  conducted  under  the  auspiees  of  the 
National  Soeiety  for  Prevention  of  Blindness. 

One  sueh  detection  program  is  in  the  Distriet 
of  Columbia.  This  program,  to  date,  has  sereened 
7,500  people  using  a Snellen  visual  aeuity  ehart, 
the  Harrington-Flocks  Screener,  and  the  deter- 
mination of  the  intra-ocular  tension  with  a tono- 
meter. Most  of  the  people  who  were  sereened 
were  from  local  business  organizations  and  serv- 
ice elubs.  Approximately  20  cases  of  glaueoma 
were  deteeted  per  1,000  tests  in  individuals  who 
had  no  family  history  of  glaucoma,  while  ap- 
proximately 45  people  were  deteeted  to  have 
glaueoma  in  individuals  with  a family  history  of 
glaucoma.  It  was  felt  that  the  results  of  this 
work  were  extremely  worthwhile  and  that  such 
projects  should  be  stimulated  throughout  the 
country. 

The  results  of  a sereening  program  in  Phoenix 
were  published  in  ARIZONA  MEDICINE  last 
year.  Such  a program  is  also  contemplated  for 
the  Tucson  area  soon. 

Since  glaucoma  is  often  a silent  disease,  pro- 
ducing no  symptoms  until  most  of  the  vision  is 
destroyed,  sereening  tests  are  extremely  valuable 
in  its  detention.  The  use  of  a tonometer  by  gen- 
eral practitioners  during  the  course  of  routine 
physieal  examination  would  aid  greatly  in  the 
detection  of  this  disease.  It  is  urged  that  gen- 
eral practitioners  eonsider  the  purchase  of  a 
tonometer  and  that  they  obtain  some  training  in 
its  use  from  loeal  ophthalmologists  in  order  to 
take  further  steps  toward  eradieation  of  this  dis- 
ease. 

A.  K.  Hansen,  M.D. 


EDITOR'S  NOTES 

“Medical  science  only  tells  us  how  to  do 
things,  not  what  we  should  do  among  all  the 
things  we  ean  now  do  and  the  many  more  we 
will  be  able  to  do  in  the  near  future  — and  the 
choiee  as  to  what  we  do  will  have  to  be  the 
responsibility  not  of  the  doctors  and  scientists 
but  of  all  society,  because  the  questions  to  be 
answered  are  moral  questions.” 

Dartmouth  Convocation  — 
Medicine’s  Moral  Issues 

* # ft 

“ . . . The  greatest  difficulty  in  the  achieve- 
ment of  health  in  the  modern  world  will  not 


come  from  learning  more  things  and  learning  to 
handle  a little  better  what  we  know  but  rather 
from  all  sorts  of  soeial  limitations  that  will  pre- 
vent us  from  applying  the  knowledge  that  we 
have.  These  soeial  limitations  cannot  help  bring- 
ing to  the  medieal  community  extremely  diffieult 
problems  of  eonseiousness  in  the  future  ...  In 
90%  of  the  total  world  the  problems  of  disease 
ean  be  traeed  either  to  inadequate  nutrition  or 
to  the  problems  of  infeetion  . . . What  is  needed 
here  is  an  eeonomie  revolution  without  which 
medical  science  cannot  apply  what  it  has  worked 
out. 

“ . . . One  of  the  very  great  problems  of  medi- 
eal scienee;  namely,  that  one  can  get  publie  sup- 
port — your  support  — only  if  one  can  point  to 
something  in  whieh  you,  today,  are  interested, 
but  it  is  extremely  difficult  to  enlist  your  sup- 
port for  something  whieh  is  vaguely  in  the  fu- 
ture. 

“To  what  extent  ean  we  afford  to  prolong  bio- 
logical life  in  individuals  who  eannot  derive 
either  profit  or  pleasure  from  existenee,  and 
whose  survival  creates  painful  burdens  for  the 
community? 

“That  kind  of  decision  is  not  a decision  for  the 
physieian.  In  our  society  our  ethics  dictate  that 
it  is  the  duty  of  the  physieian  to  save  and  pro- 
long life  — whatever  the  cost,  whatever  the  eon- 
sequences.  The  physician  must  act  according  to 
the  ethics  of  the  society  of  which  he  is  a part 
so  that  it  will  be  for  society  to  redefine  these 
ethics.” 

Rene  J.  Dubos 

ft  ft  ft 

“ ...  We  now  live  under  scientific  and  tech- 
nological rates  of  change  which  are  so  rapid 
that  they  completely  outstrip  the  mutation  rate. 
We  can  no  longer  hope  that  evolution  will  suc- 
ceed in  keeping  man  in  balance  with  his  en- 
vironment.” 

Warren  M^eaver,  Vice  President 
Alfred  P.  Sloan  Foundation 

ft  ft  ft 

“In  medical  matters  it  is  frequently  necessary 
to  take  action  after  the  careful  weighing  of  evi- 
dence that  would  not  in  itself  constitute  e\i- 
dence  in  the  legal  sense,  and  from  the  present 
medical  evidence  here,  the  probabilities  of  a 
serious  health  threat  for  future  generations  are  so 
strong  that  certainly  it  is  practical  wisdom  to  act 
now.  But  whatever  em  ironmental  contamination 
we  seek  to  correct  in  air,  waiter  or  food  we  arc 
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facing  a problem  of  formidable  proportions,  for 
the  eontaminations  are  not  the  work  of  evil  men, 
or  even  slovenly  neighbors,  as  was  the  ease  25 
or  50  years  ago.  Instead,  today’s  contaminations 
aer  the  impersonal  reflections  of  a highly  or- 
ganized society.” 

Walsh  MeDermott 

“ . . . The  population  of  the  world  is  likely  to 
increase  to  sueh  an  e.xtent  that  within  perhaps 
the  time  of  our  grandchildren  the  population 
may  outrun  its  food  supply. 

“ . . . Euthanasia.  My  own  view  is  that  this  is 
not  a fair  request  for  society  to  make  of  the  doc- 
tor, because  it  is  the  doetor’s  duty  to  save  life, 
and  I don’t  think  he  ean  ever  take  it. 

“Conscienee  for  most  people,  then,  is  simply 
whatever  they  believed  when  they  were  small 
children.” 

Sir  George  Piekering 

* ft 

“Health  is  a state  of  complete  physical,  mental 
and  social  well-being  and  not  merely  the  ab- 
senee  of  disease  or  infirmity.” 

Broek  Chisholm 

ft  ft  ft 

“ ...  At  least  one  in  every  five  persons,  on  the 
average,  is  eneumbered  by  a mutant  gene  that 
arose  “spontaneously,”  as  we  say,  in  a reproduc- 
tive cell  of  one  of  his  parents  ...  It  is  obvious 
that  unless  people  of  the  genetically  least  fortu- 
nate fifth  of  the  population  when  saved  for  re- 
production by  the  triumphs  of  modern  medieine 
and  other  technologies  reach  a firm  decision  not 
to  pass  along  their  burden  to  prosperity,  the 
genetie  qualtiy  of  future  generations  must  in- 
evitably undergo  a decline.” 

Herman  J.  Muller 

ft  ft  ft 

“ . . . I feel  that  we  should  concentrate  more, 
first  of  all,  on  avoiding  the  more  obvious  genetie 
defects,  preventing  the  more  or  less  genetic  de- 
fects from  being  multiplied,  and  in  the  seeond 
place  on  seeing  what  ean  be  done  with  the  ca- 
pacity that  we  already  have.” 

Aldous  Huxley 

ft  ft  ft 

“Although  obviously  extremely  rare,  the  pos- 
sibility that  acute  renal  insufficiency  can  com- 
plicate cholecystography  should  be  kept  in  mind, 
and  patients  subjected  to  the  test  should  be  ob- 
served for  48  hours  at  least.  Although  there  is 


no  evidence  that  patients  with  chronic  renal  dis- 
ease are  more  susceptible  to  this  eomplication,  it 
seems  reasonable  that  double  doses  of  cholecys- 
tographic  mediums  should  be  administered  in 
sueh  cases  with  caution.” 

“Acute  Renal  Insufficiency  After 
Ingestion  of  a Gall-Bladder  Dye, 
New  England  Journal  of  Medi- 
cine, Vol.  264,  No.  20,  May  18, 
1961. 

ft  ft  ft 

The  Pennsylvania  Medical  Society  has  estab- 
lished a joint,  permanent  liaison  eommittee  com- 
posed of  five  representatives  of  labor  and  five  of 
medicine  at  the  state  level  for  the  purpose  of 
discussing  problems  of  medical  care  which  are 
of  coneern  to  both  groups  ...  A joint  statement 
issued  to  the  press  by  labor  and  medieine  urging 
the  state  legislature  to  take  full  advantage  of  the 
reeently  enaeted  Kerr-Mills  legislation  has  been 
issued.  The  common  objective  of  both  groups  is 
to  provide  the  highest  quality  medical  care  at 
priees  whieh  the  laboring  man  ean  afford. 

ft  ft  ft 

“In  fact,  if  nothing  is  done  to  expand  medical 
education  beyond  present  plans,  then  by  1975 
eaeh  doetor  will  have  only  about  5%  more  po- 
tential patients  than  he  now  has. 

“ . . . the  biggest  remaining  threats  to  health 
and  life  are  foolishness  and  old  age  — ailments 
for  which  there  is  no  lasting  medieal  cure. 

“ 1 believe  that  a foreed  draft  expansion 

of  medieal  education  might  not  be  the  best  solu- 
tion to  the  most  serious  problems. 

“It  is  axiomatic  that  the  benefit  of  publie  and 
philanthropie  funds  for  soeial  serviees  should  go 
to  those  who  are  most  in  need  of  better  serviees. 
It  is  hard  to  justify  big  expenditures  to  expand 
medical  education  unless  sueh  expansion  will 
improve  the  lot  of  those  who  now  get  the  poor- 
est medieal  care. 

“The  only  praetical  way  to  get  more  doetors 
into  the  public  hospitals  that  need  them  most  is 
to  give  these  hospitals  enough  money  to  pay 
eompetitive  salaries  and  provide  good  working 
eonditions.  If  we  can  increase  our  public  invest- 
ment in  medieal  eare,  this  might  be  a good  plaee 
to  begin. 

“A  second  aspect  of  this  problem  is  the  re- 
gional imbalance  of  health  faeilities.  Doctors, 
hospitals,  and  medical  schools  are  eoneentrated 
in  the  big  cities  of  the  industrial  states.  In  the 
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United  States  as  a whole,  there  is  one  active 
doctor  for  about  850  people.  In  New  York  state 
there  is  one  for  every  550  people;  in  Washington, 
D.C.,  one  for  every  350.  But,  in  many  states, 
especially  in  the  South,  each  doctor  must  serve 
about  1,400  people.  Again,  New  York  state  has 
10  medical  schools,  while  11  states  have  none  at 
all. 

“How  to  get  doctors  into  areas  where  they 
are  scarcest  is  one  of  the  hardest  of  problems, 
as  many  small  towns  can  testify.  Building  med- 
ical schools  in  these  areas  would  certainly  help, 
but  it  is  not  always  possible  to  build  a medical 
school  where  it  is  most  needed.  You  cannot  have 
a good  medical  school  without  good  students, 
good  teachers,  a good  university  and  a good 
general  hospital.  Moreover,  there  is  no  way  to 
keep  a doctor  near  his  medical  school  if  he  does- 
n’t want  to  stay  there. 

“Medical  education  shares  the  overwhelming 
financial  problems  of  both  the  universities  and 
the  hospitals.  Bising  costs  for  both  are  largely 
the  result  of  rising  wages  and  salaries.  Since 
both  have  a long  way  to  go  before  they  are  pay- 
ing at  competitive  rates,  we  can  anticipate  still 
greater  increases  in  the  costs  of  running  univer- 
sities, hosptials,  and  medical  schools. 

“It  seems  clear  that  the  over-all  problem  of 
medical  school  finances  cannot  be  met  either  by 
private  philanthrophy  or  state  appropriations.  It 
is  only  realistic  to  assume  that  more  federal  aid 
may  be  necessary.” 

Henry  Ford  II 

“A  Businessman  Looks  at  Medical  Education” 


LETTERS  TO  THE  EDITOR 

June  12,  1961 

Dear  Dr.  Neubauer; 

One  of  my  clients  called  me  up  to  read  me  the 
article  you  wrote  about  medical  records.  (ABI- 
ZONA  MEDICINE,  June,  1961)  I appreciate 


the  fact  that  it  was  in  the  journal  and  hope  it 
will  do  some  good.  It  is  a subject  that  I hope  the 
medical  profession  pursues  to  a satisfactory  con- 
clusion. 

Sincerely, 
William  H.  McBratney 


June  15,  1961 

Dear  Doctor  Bruwer: 

Your  editorial  — “American  Medical  Associa- 
tion Television  Program”  — in  the  June  Arizona 
Medicine,  hit  a responsive  chord  here! 

For  the  past  several  years  our  Society  has  been 
“television  minded”  — starting  with  half  hour 
programs  put  on  in  conjunction  with  some  of 
the  local  health  agencies,  and  progressing  to  full 
hour  “spectaculars,”  now  syndicated  by  the 
Screen  Gems  subsidiary  of  Columbia  Pictures. 

As  a result  of  our  San  Francisco  experience, 
the  California  Medical  Association  is  now  pro- 
ducing a series,  “Doctors  at  Work,”  which  shows 
what  doctors  do,  and  incidentally  but  surely 
weaves  in  medicine’s  message.  One  of  the  series, 
“Operation  Safeguard,”  gave  a montage  of  the 
activities  conducted  by  medical  societies  for  the 
public’s  benefit  ( including  many  of  the  thoughts 
expressed  in  your  editorial),  ranging  from  ath- 
letic injury  clinics  to  mediation  committees. 

Perhaps  an  arrangement  could  be  made  where 
some  of  the  films  could  be  used  in  Arizona,  with 
local  commentators  and  physicians.  If  the  AMA 
continues  to  lag  in  using  what  you  so  aptly 
termed  the  “medium  best  suited  to  public  edu- 
cation in  our  era”  perhaps  our  Western  states 
can  at  least  have  our  bases  covered! 

I would  be  most  interested  in  any  further 
thoughts  you  have.  With  congratulations  on  your 
editorial. 

Sincerely, 
JOHN  B.  SCHAUPP,  M.D. 

Past  Chairman,  San  Francisco  Medical  Society 
Television  & Radio  Committee 

Chairman,  California  Medical  Association  Tele- 
vision & Badio  Street 


. . . Age  may  wrinkle  the  brow,  but  to  give  up  your  ideals  in  life  wrinkles  the 
soul. 


42A 


Arizona  AIedicine 


August,  1961 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstan^^^^gly  Eafe 

and  ’Effective 


for  the  tense  and 
nervous  patient 

-j  simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different”  drugs 

Q does  not  produce  ataxia,  stimulate  the 
appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  depression,  Parkinson-like 

^ symptoms,  jaundice  or  agranulocytosis 

^ does  not  muddle  the  mind  or  affect 

^ normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied;  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  o(  50.  Also  as  MEPROTABS*-400  mg. 

unmarked,  coated  tablets;  and  in  suslained-release 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
Icontalning  respectively  400  mg.  and  200  mg.  meprobamate) . 

*TRADE-MARK 


meprobamate  (Wallace) 


WALLACE  LABORATORIES /Cra^6^^r>., AT./. 
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The  Weeders,  Van  Gogh,  Bernard  Koehler  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  © 

Metamucil 

Available  as  Melamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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How  to  use 

Jrancopab 

Brand  of  chlormezanone  • 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 

Trmmpal 


in 

musculoskeletal 

“splinting” 


Although  “splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  “oversplinting.” 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Rela.xation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  ( lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets® 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.) 
three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


LABORATORIES 

New  York  I8.N.Y. 
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SGoteromt  §Q/m|)44 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOIVIA  LINDA  FOOD  COMPANY 

ARLINGTON,  CALIFORNIA  • M T.  VERNON,  OHIO 


Fibre-free 

HYPOALLERGENIC 

formula 

® Provides  balanced  nutritional  values. 

^An  excellent  formula  for  regular 
infant  feeding. 

® An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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Topics  of  Current  Medical  Interest 


Clarence  G.  Salsbury,  M.  D. 


To  reduce  the  saga  of  Clarence  G.  Salsbury ’s 
seventy-five  full  years  to  an  equation  is  an  im- 
possibility! Life  presents  its  limitations:  it  cov- 
ers small  men,  challenges  great  ones.  Doctor 
Salsbury  is  always  one  to  take  up  the  gauntlet 
life  has  thrown. 

The  sum  total  of  a personality  represents  a 
man’s  impact  on  life,  and  life’s  reaction  to  him. 
There  are  inexorable  equations  of  destiny.  Like 
catalysts  we  may  alter  the  speed,  but  the  cruci- 
ble’s ultimate  residue  is  unchanged. 

He  v/as  a native  of  Canada,  the  eldest  of  ten 
children  in  a farm  family.  He  received  his  M.D. 
degree  in  1913  from  Boston  College  of  Physi- 
cians and  Surgeons.  Following  his  internship 
and  post-graduate  training  in  New  York,  he  and 
his  beloved  Cora  left  for  the  Orient  as  Medical 
Missionaries. 

It  is  felt  that  the  American  Indian  migrated 
Big  was  superintendent  to  three  hospitals  under 
the  Presbyterian  Missionary  Board.  This  island 
is  now  under  the  rule  of  Red  China.  What  an 
odd  quirk  that  when  he  returned  to  the  United 
States  after  thirteen  years  in  China,  that  during 
this  furlough,  the  Red  Wave  of  Communism  and 
the  political  maelstrom  finally  swept  the  Orient 
and  prevented  his  return! 

Hainan,  is  geographically  located  off  the 
southwestern  China  Coast,  only  a couple  hun- 
dred miles  as  the  crow  flies,  from  Laos  where 
another  sometime  controversial  M.D.,  Tom 
Dooley,  dedicated  his  life  and  talents. 

The  significance  of  this  area  was  pointed  up 
by  President  Kennedy’s  Vienna  conference  with 


Chairman  Khrushchev  where  Laos  stood  high 
on  the  agenda. 

But  if  we  accept  the  anthropolographist’s 
theory,  the  Mongolian  features  of  the  Navaho 
were  a heart-warming  sight  for  the  Salsburys. 
It  is  felt  that  the  American  Indians  migrated 
across  the  Behring  Strait  from  Asia  to  his  ulti- 
mate habitat  in  North  and  South  America.  \Ye 
find  in  Doctor  Salsbury ’s  writings  the  remark- 
able coincidence  that  in  the  Chinese  culture, 
the  Eskimo  culture  as  well  as  the  Navaho  cul- 
ture the  recurrent  reverence  for  the  number  four 
and  that  there  are  over  fifty  words  which  are 
identical  in  the  Chinese  and  the  Navaho  lan- 
guage. 

Since  that  first  European  Columbus,  discov- 
ered the  American  Indian,  they  have  found  that 
the  white  man’s  successful  dealings  come  only 
with  patience,  time  and  mutual  respect. 

In  the  earliest  days  at  Ganado,  he  had  learned 
too  late  of  the  young  daughter  of  a medicine 
man  who  had  fatally  injured  her  legs.  After  four 
days  of  chanting  and  Navaho  sings  he  rushed 
her  to  his  new  hospital  where  she  died  of  a pul- 
monary embolism.  This  was  all  the  provocation 
the  Navaho  Medicine  Man  needed  for  their  ob- 
vious competition.  These  Shamans  had  percep- 
tiveness and  dignity.  They  were  many  in  num- 
ber for  one  out  of  seven  of  the  Navaho  is  a 
Medicine  Man.  They  were  no  weaklings,  these 
Shamans  were  M.D.’s,  Ph.D.’s,  Ministrels,  poets, 
artists,  and  confidants  to  the  tribe. 

They  whipped  together  an  angry  mob  who 
were  prepared  to  lynch  this  first  white  doctor 
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to  operate  on  a Navaho.  Their  violence  was 
stemmed  only  through  the  intervention  of  the 
now  famed  Red  Point,  whose  impassioned  plea 
returned  the  angry  mob  to  their  hogans. 

It  is  no  small  wonder  that  Red  Point  was  made 
one  of  the  first  members  of  the  Ganado  Hospital 
staff. 

A few  years  later  at  the  first  graduation  of 
Navaho  nurses  Red  Point  sat  on  the  platform. 
He  stood  out  from  the  other  speakers,  sitting 
there  in  barbaric  splendor!  Massive  silver  con- 
chos  belted  his  purple  velvet  suit,  his  green  vel- 
vet trousers  topping  his  high  deerskin  moccasins. 
At  this  hospital  ceremony  he  rose  to  speak,  “The 
White  Doctor  Tso  had  much  to  learn  when  he 
first  came  here,  but  he  is  now  doing  good  for 
our  people.  He  and  I do  not  always  see  eye  to 
eye,  but  we  consult  each  other.” 

After  that  pithy  triumph  by  Red  Point  no  one 
quite  recalls  the  other  speeches  that  first  gradu- 
ation day. 

The  gentle  Navaho  gave  him  the  name  Eh- 
zay-lin  Tso  (Doctor  Rig),  for  should  they  seek 
his  monument  they  need  but  look  about  them. 
When  he  left  there  were  seventy  permanent 
buildings  on  the  two  hundred  acre  campus.  On 
one  of  these  buildings  there  was  a motto  which 
is  testimony  to  his  humility,  “I  dressed  his 
wounds  but  God  healed  them”. 

Within  a year  after  his  retirement  from  the 
Ganado  Navaho  Hospital  he  was  appointed  to 
his  position  as  a member  of  the  Arizona  Public 
Health  Service  by  Governor  Howard  Pyle.  With 
Cora  his  bride  and  co-worker  of  fifty-one  years 
he  is  retiring  for  the  third  time.  Yet  he  is  a spry 
seventy-five  and  bears  watching. 

Doctor  Salsbury  has  the  kind  of  religion  that 
lived  itself.  He  rolled  up  his  sleeves,  spit  on  his 
hands,  and  went  to  work.  He  made  an  impres- 
sion upon  those  he  met  because  he  was  not  an 
imagined  legend,  he  was  from  actual  life.  To 
Arizona  he  is  rather  quite  what  Albert  Schweit- 
zer has  been  to  Africa.  He  was  not  a member  of 
the  cramming  club  in  Christianity,  the  impact  of 
his  powerful  ethical  personality  cannot  do  other- 
wise than  frame  the  consciousness  of  this  idea. 

Close  upon  two  score  years  ago  we  Arizonans 
accepted  this  then  stranger.  He  retires  from  ac- 
tive duty  a favorite  son,  leaving  his  impact  upon 
us  as  a physician,  pastor,  father  confessor,  an 
administrator,  an  honest  opponent,  and  a man 
with  humility  plus  God’s  help. 

Edwin  A.  Russe,  M.D. 


^'PRIVILEGE  OF  THE 
PATIENTS'  SECRETS" 

“Whatever,  in  connection  with  my  professional 
practice  or  not  in  connection  with  it,  I see  or 
hear,  in  the  life  of  men,  which  ought  not  to  be 
spoken  abroad,  I will  not  divulge,  as  reckoning 
that  all  should  be  kept  secret ” 

The  patient  who  comes  to  the  physician  with 
a problem,  either  medical  or  mental,  assumes 
that  the  physician  will  not  pass  onto  others  any 
disclosures  made  within  the  intimacy  of  the  con- 
sultation room.  The  Hippocratic  Oath  quoted 
above  clearly  defines  that  ethical  standard  un- 
der which  phyiscians  for  thousands  of  years 
have  pledged  to  hold  inviolate  the  patient’s  con- 
fidences. This  relationship  constitutes  and  as- 
sumes confidentiality  and  is  based  upon  ethical 
and  upon  moral  concepts. 

In  contrast,  although  not  in  contradiction,  the 
privileged  communication  is  a right  under  law, 
defined  and  established  by  statute.  When  privi- 
lege exists  it  is  a legal  right  which  belongs  to  the 
patient  whereby  the  doctor  may  not  disclose  or 
be  forced  to  disclose  those  confidences  needed 
for  an  adequate  diagnosis  and  therapy  or  reveal 
the  nature  of  the  therapy. 

In  some  jurisdictions  the  patient  does  not  pos- 
sess the  right  of  privilege.  In  an  adjacent  juris- 
diction the  patient  may  be  fully  protected  by 
law  from  any  and  all  disclosures  by  his  personal 
physician. 

The  fact  that  a patient  assumes  a relationship 
of  confidentiality  demands  that  the  physician, 
general  practitioner  or  specialist,  know  both  his 
ethical  obligation  as  well  as  his  legal  responsi- 
bility. 

Psychiatric  treatment  is  of  such  a specialized 
character  that  confidentiality  becomes  a requi- 
site toward  a successful  goal  in  therapy.  Privi- 
lege has  been  challenged  on  the  grounds  that  it 
may  obstruct  justice  by  withholding  evidence. 
In  order  to  serve  the  community  effecti\ely 
many  psychiatrists  are  of  the  opinion  that  the 
social  value  which  effective  psychiatric  treat- 
ment has  for  the  communit)’  far  outweighs  the 
potential  loss  of  evidence  resulting  from  the 
withholding  of  testimony  by  a psychiatrist  about 
his  patient. 

A model  statute  demarking  the  pri\  ileged  re- 
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lationship  between  the  patient  and  his  psychia- 
trist has  been  proposed  and  reads  as  follows: 

“The  confidential  relationship  and  communi- 
cation between  psychiatrist  and  patient  shall  he 
placed  on  the  same  basis  as  regards  privilege, 
as  provided  by  law  between  attorney  and  client  . 

The  relationship  between  the  attorney  and  his 
client  is  one  of  en  toto  privileged  confidential 
communication. 

For  the  best  interest  of  the  psychiatric  patient 
and  for  a more  effective  psychiatric  therapy,  the 
relationship  of  the  physician  and  patient  should 
be  revised  and  placed  upon  a similar  basis  of  an 
en  toto  confidential  communication  by  statute. 

Maier  I.  Tuchler,  AI.D. 


WHAT  KIND  OF  MEMORIAL 
FOR  TOM  DOOLEY? 

Tom  Dooley  was  honored  in  June  of  1960  at 
a dinner  which  was  held  in  New  York  City.  Re- 
marks made  by  the  Hon.  Khamchan  Pradith,  the 
former  Charge  d’Affaires  of  the  Embassy  of 
Laos,  at  that  testimonial  dinner  are  significant: 
“To  the  four  corners  of  the  Kingdom  of  Laos 
and  beyond  its  frontiers,  the  name  of  Dr.  Thom- 
as A.  Dooley  has  become  well  known  to  every- 
body. He  is,  for  our  generation,  the  symbol  of 
enthusiasm,  compassion,  and  sacrifice.  We  love 
him  because  he  lives  our  life,  he  eats  our  food, 
he  cures  our  sick  people,  he  suffers  what  we  are 
suffering.  In  the  eyes  of  our  people  from  all 
walks  of  life,  this  wonderful  American  is  truly 
great.” 

Compare  this  image  of  an  American  with  that 
described  by  Fr.  Dunne,  S.J.,  in  the  May  13, 
1961,  issue  of  America.  (He  in  turn  credits  Time 
of  8/8/60  with  the  original  quotation  given  be- 
low. ) Fr.  Dunne  notes  that  the  average  American 
is  puzzled  by  all  the  Anti-Americanism  prevalent 
in  the  world  today.  In  an  attempt  to  e.xplain  to 
Americans  why  we  are  so  unpopular,  Fr.  Dunne 
says:  “Consider  an  American  bean  grower  who 
is  fighting  efforts  to  provide  a minimum  of 
schooling  for  the  children  of  migrant  farm 
workers  who  uses  as  full-fledged  field  hands 
children  only  nine  years  of  age,  children  doomed 


by  illiteracy  to  dreary  servitude  for  life.  Says  the 
bean  grower  (from  Time  of  8-8-60):  ‘When  a 
migrant  goes  to  school  beyond  the  seventh  grade, 
you’ve  runined  a good  bean  picker.’ 

(Still  quoting  Fr.  Dunne: ) “There  are  perhaps 
no  people  more  generous  with  their  wealth  than 
Americans  but  the  image  which  impinges  itself 
upon  the  world  consciousness  is  not  one  of 
American  largesse.  It  is  rather  the  image  of  the 
calculating  and  unfeeling  bean  grower...  It  is  not 
the  exceptional  Tom  Dooley,  but  the  hard-nosed 
bean  grower  who  appears  to  be  the  normal 
product  and  expression  of  the  social  and  eco- 
nomic system  which  has  reached  its  highest  de- 
velopment in  America.  This,  as  much  as  anything 
else,  is  what  ‘colonialism’  and  ‘imperialism’  mean 
to  downtrodden  people  everywhere.  This  is  why 
there  is  so  much  anti-Americanism  about.” 

Return  again  to  the  more  pleasing  image  of  an 
American,  that  of  the  late  Tom  Dooley.  Tom  is 
well  remembered  for  the  work  he  performed  in 
Laos.  Less  well  known  is  the  fact  that  he  was 
also  co-founder  of  AIEDICO,  a deed  which  may 
prove  to  have  more  lasting  and  far-reaching 
effects  than  the  work  in  Laos.  Tom’s  partner  in 
establishing  MEDICO  ( Medical  International 
Cooperation  Organization  ) was  Peter  D. 
Comanduras,  AI.D.,  from  1950-1958  Assoeiate 
Professor  of  Aledicine  at  George  Washington 
University  Aledical  School,  and  now  Secretary- 
General  of  the  organization  he  helped  to  found. 

Dr.  Comanduras,  together  with  Malcolm 
Dooley,  Tom’s  brother  is  carrying  on  the  work 
of  AIEDICO.  Arthur  AI.  Godfrey  is  acting 
General  Chairman  of  the  “Dr.  Tom  Dooley 
Tribute  Fund  for  Medico.”  a group  whose  goal  is 
to  raise  one  million  dollars  through  private 
sources  for  MEDICO.  Honorary  Co-Chairmen  of 
this  fund  are  Pres.  John  F.  Kennedy  and  the  Hon. 
Dwight  D.  Eisenhower.  The  money  will  be  used 
to  continue  and  expand  current  projects,  and 
start  new  programs  in  countries  which  seek  such 
assistance.  It  is  well  worth  emphasizing  that 
AIEDICO  does  not  establish  its  hospital-clinics 
in  any  country  until  it  has  been  invited  to  do  so 
by  the  host  government.  As  of  March  13,  1961, 
20  governments  had  asked  for  AIEDICO  assis- 
tance to  alleviate  appalling  health  conditions 
among  their  populations. 

On  May  2,  Dr.  Comanduras  addressed  the 
Phoenix  Executives  Club.  He  described  vividly 
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the  conditions  in  countries  where  MEDICO  is 
now  at  work  and  in  others  where  MEDICO  is 
needed.  He  showed  how  Americans  can  help 
through  MEDICO  to  solve  a part  of  the  problem 
in  these  countries  undergoing  a “Revolution  of 
Rising  Expectations.” 

Significantly,  Dr.  Comanduras  did  not  make 
an  appeal  for  funds  at  that  dinner.  He  depicted 
the  situation  and  left  the  action  up  to  the  audi- 
ence. He  concluded  with  an  appeal  for  people 
rather  than  money.  Although  Dr.  Comanduras 
did  not  say  it,  it  is  abundantly  clear  that  from 
those  who  cannot  contribute  their  services  until 
later,  money  is  needed  as  a substitute  now. 

MEDICO  is  an  outfit  to  whose  aims  almost 
every  one  of  us  can  subscribe.  It  aids  the  sick  in 
the  developing  countries.  It  shows  these  people 
how  they  can  become  medically  self-sufficient. 
It  shows  them  that  Americans  care.  It  is  not  affil- 
iated with  any  religious  or  political  organization. 
It  has  no  affiliation  with  any  branch  of  the  U.  S. 
Government. 

MEDICO  provides  an  answer  for  those  people 
who  are  wondering  how  they  can  help  America 
today.  While  it  does  not  solve  directly  the  prob- 
lem posed  by  the  American  bean  grower,  it  does 
place  an  obligation  upon  us  to  meet  his  chal- 
lenge. Otherwise,  MEDICO’s  image  of  the  gen- 
erous, compassionate  American  will  be  a false 
one,  doomed  to  ultimate  failure.  Rut  if  we  re- 
solve to  eliminate  these  vestiges  of  colonialism 
and  imperialism  persisting  within  our  borders, 
we  can  with  a clear  conscience  undertake  the 
assignment  of  changing  our  image  abroad.  And 
certainly  there  is  presently  no  better  means  of 
effecting  this  change  than  through  Tom  Dooley’s 
organization. 

It  would  be  a real  tribute  to  Tom  if  the  medi- 
cal profession  would  assume  an  active  role  of 
leadership  in  this  matter  of  educating  our  under- 
privileged brothers.  As  Dr.  Comanduras  says, 
“If  every  man  could  mend  a man,  then  the  whole 
world  would  be  mended.”  And  in  doing  this  we 
would  show  again  that  we  can  act  effectively  and 
affirmatively  in  an  area  where  that  kind  of  action 
is  urgently  needed. 

Tom  Dooley  has  told  us  how  to  show  people 
in  developing  countries  that  Americans  care 
about  them.  He  has  demonstrated  by  personal 
example  that  the  method  is  effective.  Let  it  be 


our  personal  tribute  to  his  memory  that  we  heed 
Tom’s  message. 

Wallace  A.  Reed,  M.  D. 
Contributions  can  be  sent  to : 

Mr.  Arthur  M.  Godfrey,  Chairman 
Dr.  Tom  Dooley  Tribute  Fund  for  MEDICO 
420  Lexington  Avenue 
New  York  17,  N.  Y. 


ANNUAL  MEETING  OF  THE 
ARIZONA  PUBLIC  HEALTH 
ASSOCIATION  — 1961 

Some  150  members  of  this  Association  assem- 
bled at  the  Grand  Canyon,  South  Rim,  for  the 
annual  meeting  held  from  May  17th  to  19th. 
The  theme  for  the  meeting  was  METROPOL- 
ITANISM  - A NEW  FRONTIER  IN  ARIZONA. 

Special  guests  and  speakers  at  the  conference 
were  Dr.  Berwyn  F.  Mattison,  Executive  Direc- 
tor of  the  American  Public  Health  Association, 
New  York  City;  Dr.  James  K.  Shafer,  Chief, 
Division  of  Community  Health  Pratice,  USPHS, 
Washington,  D.  C.;  Senator  Glenn  Blansett, 
Navajo  County;  Senator  J.  M.  Richards,  Navajo 
County;  Mr.  Roy  Young,  Assistant  General  Man- 
ager, Kennecott  Copper  Co.,  Hayden;  Mr.  Sam 
Maxcy,  Executive  Secretary,  Maricopa  County 
Farm  Bureau;  Mr.  S.  E.  Morris,  Administrator, 
Good  Samaritan  Hospital,  Phoenix;  Mr.  Charles 
Pine,  Valley  National  Bank,  Phoenix;  Mr.  Milton 
Gan,  of  the  Phoenix  Community  Council;  Mr. 
J.  J.  DeBolske,  of  the  League  of  Arizona  Cities 
and  Towns;  Aliss  Charlotte  Buchen,  of  the 
Arizona  Republic;  Mr.  Sylvain  Schnaittacher,  of 
the  International  Union  of  Mine,  Mill  and  Smel- 
ter Workers;  and  Mr.  Marshall  B.  Willis,  of  the 
El  Paso  Natural  Gas  Company;  Mrs.  Beatrice 
Evans,  R.N.,  of  Flagstaff;  and  Mr.  E.  S.  Edmon- 
son; Director  of  Welfare,  Nogales. 

Dr.  Shafer  in  the  keynote  address  called  atten- 
tion to  the  rapidly  increasing  urbanization  in  the 
U.S.A.  By  1900,  the  country  had  only  four  met- 
ropolitan cities  containing  more  than  one  million 
inhabitants  and  only  21  per  cent  of  the  popu- 
lation lived  in  urban  communities.  By  1950,  there 
were  no  less  than  14  metropolitan  areas  of  more 
than  a million  people.  By  the  year  2000,  it  is  fore- 
cast the  United  States  may  have  320  million 
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people,  and  one-  third  of  these  will  live  in  ten 
super-metropolitan  areas.  At  that  time  some  85 
per  cent  of  the  population  will  be  urban. 

Haphazard  growth  has  meant  poor  community 
development  and  many  difficult  problems. 
Public  Health  leaders  must  participate  more  in 
planning  many  aspects  of  metropolitan  growth, 
such  as  water  supply,  sewage  disposal,  medical 
care  facilities,  milk  supply  and  many  others. 

Most  of  the  program  consisted  of  panel  dis- 
cussions on  such  topics  as  the  role  of  Industry, 
Management  and  Labor  in  Public  Health.  A con- 
siderable discussion  centered  around  air  pollu- 
tion. Senator  Blansett  defended  stoutly  his  vote 
in  the  resent  legislature  against  the  air  pollution 
bill. 

Another  vigorous  discussion  arose  over  the 
varied  aspects  of  medical  care  for  the  indigent. 
The  costs  of  this  program  is  giving  concern  in  all 
counties.  It  is  obvious  that  health  workers  must 
be  more  concerned  in  this  community  problem. 

At  the  annual  banquet  of  the  Association 
special  Certificates  of  Honor  were  presented  to 
Dr.  Clarence  G.  Salsbury,  retiring  Commissioner 
of  Health  of  Arizona,  and  to  Dr.  Esther  M. 
Closson,  retiring  Director  of  the  Pima  County 
Health  Department. 

Mr.  George  W.  Marx,  of  the  State  Health  De- 
partment, jiresided  over  the  conference.  The  in- 
coming President  of  the  Association  is  Dr.  Hugh 
H.  Smith,  of  Tucson.  Dr.  S.  F.  Farnsworth,  Di- 
rector of  Maricopa  Health  Department,  is  the 
President-Elect.  The  next  annual  meeting  of  the 
Association  is  to  be  in  Tucson  in  May,  1962. 

Hugh  H.  Smith,  M.D.,  M.P.H. 


BLOOD  BANKING 

Additional  warning  against  the  use  of  the  sin- 
gle transfusion  is  made  again  in  a recent  bro- 
chure FACTS  ABOUT  BLOOD  BANKING, 
published  by  the  American  Association  of  Blood 
Banks.  Good  transfusion  practice  underscores 
the  importance  of  the  ‘controlled  blood  program’ 
in  which  transfusion  therapy  is  used  only  in 
cases  of  obvious  need.  The  use  of  a single  trans- 
fusion merely  to  speed  recuperation  is  not  en- 
couraged.” 

The  American  Association  of  Blood  Banks,  or- 


ganized in  1947,  is  the  national  group  represent- 
ing hospital  and  community  blood  banks  and 
transfusion  services  in  the  United  States.  These 
centers  are  supplying  about  52%  of  the  5,500,000 
units  of  blood  that  are  used  annually  in  this 
country,  with  the  American  Bed  Cross  furnishing 
about  48%.  A reciprocity  agreement  between  the 
AABB  and  the  Bed  Cross  provides  for  a nation- 
wide exchange  of  donor  replacement  credits  be- 
tween AABB  member  banks  and  ARC  regional 
blood  centers. 

The  pamphlet  points  out  that  American  As- 
sociation of  Blood  Banks  members  operate  on 
the  principle  that  blood  transfusions  are  an  in- 
dividual patient  responsibility,  with  family  or 
friends  making  donations  to  replace  the  blood 
used.  The  ARC  program  has  as  its  premise  that 
providing  blood  is  primarily  a community  re- 
sponsibility and  their  blood  collection  activity  is 
financed  by  public  contributions  and  a service 
charge  for  each  unit  of  blood,  encouraging  vol- 
unteer donations  as  a source  of  transfusions. 

“The  new  dimensions  of  today’s  need  for 
blood,”  the  booklet  states,  “have  far  outstripped 
the  amount  procurable  through  any  single  agen- 
cy. 

V Allan  B.  Carter,  M.D. 


AMA  — PR  MANUALS 

A new  working  manual  for  medieal  societies 
in  the  field  of  aging,  “Unlock  Your  Community 
Resources,”  is  set  for  distribution.  Emphasizing 
the  non-legislative,  community  service  approach 
to  the  problems  of  aging,  this  manual  gives  spe- 
cific recommendations  on  how  to  set  up  a sound 
community-wide  program  in  the  field  of  aging. 

Following  is  a list  of  other  new  PR  pamphlets 
and  booklets  designed  to  further  good  doctor- 
patient  relations,  which  are  again  available  in 
quantity  from  AMA’s  Special  Services  Depart- 
ment. Most  of  them  are  recommended  for  dis- 
tribution to  patients. 

“To  All  My  Patients”  — 12-page  pamphlet  de- 
signed to  give  patients  a better  understanding 
of  various  aspects  of  medical  care. 

“Winning  M’ays  M’ith  Patients,”  — 24-page 
manual  on  the  human  and  business  side  of  medi- 
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cal  practice,  designed  for  the  doctor’s  reception- 
ist, nurse  and  secretary. 

“Do  You  Like  To  Make  Decisions?,”  — give- 
away leaflet  discussing  the  importance  of  good 
doctor-patient  relationship. 

“The  Fifth  Freedom,”  — give-away  leaflet 
stressing  the  value  of  the  close  relationship  ex- 
isting between  doctor  and  patient  when  the  pa- 
tient can  choose  his  own  family  doctor. 

“Why  Wait?,”  — give-away  leaflet  urging  ev- 
eryone to  have  a personal  family  doctor  and  not 
to  wait  until  illness  strikes  before  acquiring  one. 

“What  Everyone  Should  Know  About  Doc- 
tors,” — 16-page  booklet  outlining  the  extent  of 
a doctor’s  education,  routine  examinations  of  pa- 
tients, winding  up  with  a plea  for  everyone  to 
find  a family  doctor.  Limited  quantities  avail- 
able but  designed  for  patients. 

“To  All  My  Patients”  (plaque),  for  sale  at 
one  dollar,  postage  paid,  through  the  AMA  Or- 
der Department.  Urges  patients  to  feel  free  to 
ask  their  doctor  any  questions  about  his  services 
or  fees.  For  display  on  wall  or  desk. 

“Rx  — A Prescription  for  Growth,”  — AMA’s 
new  membership  brochure  calling  for  physicians 
to  take  an  active  interest  in  their  national  or- 
ganization and  the  issues  facing  the  profession 
today.  Also  listed  are  many  of  the  AMA’s  services 
for  both  profession  and  public,  and  its  new  10- 
point  action  program  for  1961. 


BLUE  CROSS— -BLUE  SHIELD 

The  medical  profession  in  1960  received  more 
than  $731,000,000  from  the  74  nationwide  Blue 
Shield  Plans  for  care  rendered  members,  the 
National  Association  of  Blue  Shield  Plans  re- 
ported. 

“The  $731,131,187  paid  to  physicians  repre- 
sented an  all-time  high  for  a one-year  period, 
and  also  represented  nearly  90  per  cent  of  the 
total  1960  income  of  these  medical-surgical 
plans,  ” L.  Donald  Lau,  executive  director  of  the 
Arizona  Plan,  stated.  At  the  same  time,  the  Blue 
Shield  Plans  devoted  less  than  10  per  eent  of 
their  total  1960  income  to  administrative  ex- 
penses. 

In  its  report,  the  national  association  indicated 
that  Blue  Shield  payments  to  the  medical  pro- 
fession had  inereased  from  nearly  $116,000,000 
in  1950  to  the  1960  figure  of  $731,131,187. 

“The  impressive  increase  in  payments  to  the 
medical  profession  over  the  years  on  behalf  of 
Blue  Shield  members  clearly  reflects  the  ability 
of  these  medieal-surgical  Plans  to  develop  realis- 
tic and  flexible  programs  in  order  to  keep  pace 
with  the  tremendous  advances  in  our  medical 
care  system,”  Lau  added.  “At  the  same  time,” 
Lau  concluded,  “our  Plans  have  annually  ex- 
pended a lesser  percentage  of  their  income  dol- 
lar to  administrative  expenses  in  the  face  of 
spiralling  inflation  and  the  commensurate  cost 
of  doing  business.” 


The  new  Maricopa  County  Health  Department  huilchns. 
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THE  NEW  MARICOPA  COUNTY 
HEALTH  DEPARTMENT  BUILDING 


Recently,  a young  visitor  touring  the  new 
Maricopa  County  Health  Department,  ex- 
claimed, Boy,  it  looks  like  a million  dollars.”  It 
does  — and  it  is.  The  total  cost  of  the  land, 
building,  and  equipment  was  $1,018,885. 

Situated  on  a SVa  acre  lot,  the  building  is  one 
story,  with  one-half  basement,  and  has  40,000 
square  feet  of  floor  space.  It  is  supported  essen- 
tially by  exterior  columns  with  no  weight  bear- 
ing walls,  which  allows  for  maximum  flexibility. 
Many  cabinets,  shelves,  and  desks  are  built  in, 
not  only  adding  to  beauty  of  design,  but  to  space 
conservation  and  economy. 

The  exterior  of  the  building  is  unusual  and 
striking  with  the  windowless,  patterned  concrete 


walls  and  steel  supporting  columns.  In  spite  of 
the  absence  of  exterior  windows,  there  is  a com- 
fortable feeling  of  light  and  spaciousness  inside 
due  to  enclosed  courts,  indirect  lighting,  and 
complete  central  air  conditioning. 

In  addition  to  complete  administrative,  clinic, 
and  x-ray  facilities,  the  building  houses  an  all 
new  laboratory  which  has  enabled  the  depart- 
ment to  increase  and  expand  its  services  by  do- 
ing routine  serology,  bacteriology,  and  other 
tests  in  the  fields  of  water,  milk,  tuberculosis, 
and  other  communicable  diseases. 

Headquarters  for  165  public  health  workers, 
this  building  brought  the  county  health  depart- 
ment staff  together  for  the  first  time.  After  the 
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A free  form  reception  desk  in  the  lobby  offers  easy  access  to  the  visitor  as  he  approaches  from  either  the  east  or  west  entrance. 


merger  of  the  City  and  County  Health  Depart- 
ments in  1957,  spaee  in  the  main  office  was  in- 
adequate, forcing  the  staff  to  be  split  up  into 
two  buildings  some  distance  apart.  Neither  pro- 


vided even  minimum  desirable  public  health  fa- 
cilities. The  new  building  provides  the  facilities 
essential  to  conducting  a good  public  health 
program. 


CHLORDIAZEPOXIDE  (LIBRIUM) 

POISONING 

Chlordiazepoxide  ( Librium ) is  one  of  the 
newer  psychopharmacologic  agents.  Recently  a 
number  of  poisonings  involving  massive  doses  of 
this  drug  have  been  reported  in  the  literature 
(1,2).  One  report(l)  concerned  two  cases  of 
unsuccessful  suicidal  attempts  with  chlordiaze- 
poxide. One  of  the  victims  was  a 44-year-old 
white  female  who  ingested  875  mg  of  the  com- 
pound in  one  dose.  She  did  not  inform  anyone 
of  her  action  until  the  following  day.  She  noted 
no  ill  effects  except  for  ataxia  and  dysarthria 


which  abated  within  48  hours.  The  other  pa- 
tient, a 22-year-old  white  male  with  schizophre- 
nia, consumed  1,630  mg  of  the  drug  in  a 24  hour 
period.  He  displayed  only  ataxia  and  drowsiness 
and  he  was  given  coffee  as  the  sole  therapeutic 
measure.  Apparent  recovery  occurred  within  24 
hours.  Gastric  lavage  was  not  performed  in  ei- 
ther of  the  above  patients,  since  many  hours  had 
passed  between  the  time  of  the  ingestion  of  the 
drug  and  the  discovery  of  the  incident. 

Another  clinical  report(2)  presents  the  case 
history  of  a 47-year-old  female  (diagnosed  as 
paranoid  schizophrenia)  who  intentionalK  in- 
gested 1,150  mg  of  chlordiazepoxide  in  a pca  iod 
of  20  minutes.  The  oxt'rdost'  was  lollowcd  In 
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drowsiness  and  the  patient  fell  asleep.  Six  hours 
later  she  awoke  and  performed  household  duties 
despite  an  unsteady  gait,  thickening  of  speech, 
and  dysarthria.  These  symptoms  became  intensi- 
fied following  ingestion  of  whiskey.  No  treat- 
ment was  given,  since  the  suicidal  attempt  was 
not  discovered  until  45  hours  after  the  incident. 
The  patient  recovered  with  no  evidence  of  per- 
manent damage. 

These  case  reports,  although  limited  in  num- 
ber, would  tend  to  indicate  that  chlordiazepoxide 
is  less  toxic  than  many  of  the  other  tranquilizer 
drugs  which  have  been  reported  to  produce  se- 
vere extrapyramidal  symptoms,  central  nervous 
system  depression  and  hypotension  following 
overdose  ( 3,4,5 ) . 

The  reports  of  these  acute  poisonings  from 
the  drug  chlordiazepoxide  should  prove  useful 
in  the  management  of  future  poisonings  follow- 
ing overdose  as  well  as  accidental  ingestion  of 
the  drug  by  children. 

HYPOGLYCEMIA  - A RESULT  OF 
ALCOHOL  POISONING  IN  CHILDREN 

Although  acute  ethanol  poisoning  in  children 
is  infrequent,  it  seems  important  to  call  attention 
to  Cummins’  recent  clinical  report(6)  on  the 
subject  because  of  a little  known  aspect  of  al- 
cohol poisoning,  hypoglycemia.  Cummins  de- 
scribed two  cases  in  which  small  children  in- 
gested alcoholic  fluids.  The  first  case  involves  a 
6-year-old  Negro  boy  who  ingested  an  unknown 
quantity  of  gin.  The  patient  became  comatose 
and  was  in  a state  of  constant  convulsions.  Amo- 
barbital  was  administered  in  an  attempt  to  con- 
trol the  seizures.  Approximately  liy2  hours  fol- 
lowing ingestion  of  the  gin,  the  blood  alcohol 
level  was  20  mg  per  cent  and  the  blood  sugar 
level  was  only  15  mg  per  cent.  Following  intra- 
venous injection  of  50  ml  of  a 50%  glucose  solu- 
tion, there  was  a marked  decrease  in  convulsive 
activity.  However,  infrequent  focal  seizures, 
mainly  involving  the  right  arm  and  face,  con- 
tinued and  additional  amobarbital  was  given  in- 
travenously to  control  the  seizures.  Temperature, 
blood  pressure,  pulse,  and  respiration  remained 
normal  but  the  patient  continued  to  be  deeply 
comatose.  Approximately  10y2  hours  after  poi- 
soning, the  patient  suddenly  developed  respira- 
tory and  cardiocascular  failure.  Despite  meas- 
ures to  maintain  respiration  and  blood  pressure, 
the  patient  died  approximately  36  hours  after 
poisoning. 


The  second  case  involved  a 3-year-old  Negro 
girl  who  ingested  approximately  20  ml  of  co- 
logne (85%  denatured  alcohol).  This  patient 
also  became  comatose  and  subsequently  exhibi- 
ted convulsions.  Her  blood  sugar  level,  taken 
immediately  after  the  first  bout  of  seizures,  was 
22.5  mg  per  cent.  During  a second  bout  of  con- 
vulsions she  was  given  intravenously  10  ml  of 
50%  glucose  solution  and  5 ml  of  calcium  glu- 
conate solution,  whereupon  all  convulsive  move- 
ments were  terminated,  because  the  child  was 
somewhat  acidotic,  she  was  also  given  M/6  sodi- 
um lactate  and  10%  glucose  by  intravenous  drip. 
She  recovered  and  was  discharged  from  the  hos- 
pital three  days  after  poisoning. 

It  is  highly  doubtful  that  central  depressants 
have  a place  in  the  treatment  of  acute  alcohol 
poisoning  because  of  the  danger  of  synergism 
and,  consequently,  added  depression.  However, 
the  above  case  reports  do  suggest  severe  hypo- 
glycemia as  a possible  feature  of  alcohol  poison- 
ing and  indicate  the  need  for  blood  glucose  de- 
terminations and,  possibly,  the  need  for  glucose 
therapy  in  the  treatment  of  acute  ethanol  poison- 
ing. 

STATISTICS  OF  63  POISONING  CASES  IN 

ARIZONA  REPORTED  DURING  APRIL  1981 


AGE: 

73.0%  involved  under  5 year  age  group  (46) 

1.6%  involved  6 to  15  year  age  group  ( 1) 

14.2%  involved  16  to  30  year  age  group  ( 9) 

4.8%  involved  31  to  45  year  age  group  ( 3) 

4.8%  involved  over  45  year  age  group  ( 3) 

1.6%  were  not  reported  ( 1) 

NATURE  OF  INCIDENT: 

76.2%  accidental  (48) 

17.5%  intentional  (11) 

6.3%  other  ( 4) 

TIME  OF  DAY: 

38.1%  occurred  between  6 a.m.  and  noon  (24) 
34.9%  occurred  between  noon  and  6 p.m.  (22) 
15.9%  occurred  between  6 p.m.  and  midnight  (10) 
1.6%  occurred  between  midnight  and  6 a.m.  ( 1) 

9.5%  were  not  reported  ( 6) 

OUTCOME: 

98.4%  recovery  (62) 

1.6%fatal  ( 1) 

CAUSATIVE  AGENTS: 

Internal  Medicines  Number  Percent 

Aspirin  11  16.2 

Other  Analgesics  1 1.5 

Barbiturates  2 2.9 

Antihistamines  1 1.5 

Laxatives  0 0.0 

Cough  Medicine  2 2.9 

Tranquilizers  4 5.9 

Others  8 11.8 


Subtotal  29  42.7 
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External  Medicines 

Liniment  1 1.5 

Antiseptics  0 0.0 

Others  3 4.4 


Subtotal  4 5.9 

Household  Preparations 

Soaps,  Detergents,  etc.  1 1.5 

Disinfectants  0 0.0 

Bleach  3 4.4 

Lye,  corrosives,  drain  cleaners  1 1.5 

Furniture  and  floor  polish  1 1.5 


Subtotal  6 8.9 

Petroleum  Distillates 

Kerosene  3 4.4 

Gasoline  4 5.9 

Others  2 2.9 


Subtotal  9 13.2 

Cosmetics  4 5.9 

Pesticides 

Insecticides  2 2.9 

Rodenticides  0 0.0 

Others  0 0.0 


Subtotal  2 2.9 

Paints,  Varnishes,  Solvents,  etc.  7 10.3 

Plants  0 0.0 

Miscellaneous  5 7.3 

Unspecified  2 2.9 


TOTAL  68*  lOO.O 


®The  total  number  of  causative  agents  exceeds  the  actual  num- 
ber of  iroisoning  cases  since  in  certain  individual  iroisoning 
in.ideats  more  than  one  agent  was  involved. 
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BOARD  OF  MEDICAL  EXAMINERS 
STATE  OF  ARIZONA 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
April  15,  1961,  issued  certificates  to  practice 
medicine  and  surgery  in  this  State  to  the  follow- 
ing doctors  of  medicine: 

BEST,  Joseph  Warren  (GP),  Div.  9126, 
USNTC,  San  Diego  33,  California.  BEZMAN, 
Harry  S.  (GP),  507  Second,  Traer,  Iowa. 
BIVINGS,  Frank  Gary  (S),  Ellis  Fischel  State 
Cancer  Hosp.,  Columbia,  Missouri. 

BLANKENSHIP,  John  Frank  (GP),  119  W. 
McDowell  Road,  Scottsdale,  Arizona.  BOAS, 
Richard  Nils  (Pd),  316  Knoedler  Road,  Pitts- 
burgh, Pennsylvania.  BOUTSELIS,  John  George 
(ObG),  926  E.  McDowell  Road,  Phoenix,  Ari- 
zona. BROWN,  Lee  Buckingham  (GS-TS),  1130 
E.  McDowell  Road,  Phoenix,  Arizona. 

CHAKER,  Henry  (GP-Pd),  2634  Yorba  Street, 
San  Francisco,  California. 

DALY,  David  DeRouen  (N),  550  West 
Thomas  Road,  Phoenix,  Arizona.  DONOVAN, 
Raymond  Flowers  (GS),  108  N.  4th  Street, 
Watseka,  Illinois. 

EMORY,  Walter  Kent  (GP),  6838  N.  2.3rd 
Avenue,  Phoenix,  Arizona.  ERICKSON,  Alfonso 
Howard  (Anes),  5802  West  Camelback  Road, 
Phoenix,  Arizona. 

FETTER,  Mary  (Path),  10042  North  7th 
Place,  Phoenix,  Arizona.  FOSTER,  Robert 
Francis  (T-Ca),  1538  Medical  Dental  Building, 
Seattle,  Wash.  FRIEDLAENDER,  Alex  Sey- 
mour (A),  10300  W.  Seven  Mile  Road,  Detroit, 
Michigan.  FRIEDMAN,  Glenn  Martin  (Pd), 
5716  Academy  Street,  Tucson,  Arizona. 

GREEN,  Joseph  Martin  (Child  Psychiatry), 
801  South  Prudence  Road,  Tucson,  Arizona. 

HARRIS,  Jr.,  Clifford  John  (I),  Modesto  State 
Hospital,  Modesto,  California.  HARRIS,  Keith 
Harvey  (GS),  550  West  Thomas  Road,  Phoenix, 
Arizona.  HAWLICK,  Garfield  Francis  (Pd-GP), 
3410  St.  Clair,  Pueblo,  Colorado.  HOLIFIELD, 
Jack  Rodney  (GP),  227  Church,  Tiptomille, 
Tennessee.  HOLMSTRAND,  Kaj  Erik  Henr>- 
(PIS),  1503  Care\^'  Tower,  Cincinnati,  Oliio. 

JOHNS,  Robert  Franklyu  (ObG),  454  Green- 
briar  Lane,  Dallas,  Texas.  JOHNSON,  Robert 
Adair  (Or),  2620  North  Third  St.,  Phoenix, 


56A 


Arizona  Medicine 


August,  1961 


Arizona.  JOHNSTON,  Richard  Charles  (GP), 
2730  Ziini,  Glendale,  Arizona.  JOSEPH,  Samuel 
Richard  (GS),  215  Alandale  Place,  Tucson,  Ari- 
zona. JURGENSEN,  William  Walter  (R),  617 
Medical  Arts  Ruilding,  Omaha,  Nebraska. 

KARINS,  Sherwin  Allan  (1),  3619  Zuni,  Glen- 
dale, Arizona.  KELSEY,  Lawrence  Edmond 
(GP),  102  W.  Keim  Drive,  Phoenix,  Arizona. 
KENNIKER,  Eldine  Loraine  (ObG),  1514  Ana- 
capa,  Santa  Barbara,  California. 

LIVINGSTON,  Harry  Hannan  (S-TS),  800 
McKinley  Avenue,  Canton,  Ohio.  McCOMBS, 
Rollin  Koenig  (I),  1802  Tulane  Avenue,  Long 
Beach,  California.  MALLOW,  Harvey  Gustave 
Emil  (GS-GP),  210  Madison  Avenue,  Fort  At- 
kinson, Wisconsin.  MARTIN,  Homer  Delmar 
(GP),  24  Randolph  Avenue,  Elkins,  West  Vir- 
ginia. MERRITT,  Edward  George  (GP),  507 
Main  Street,  Dolores,  Colorado.  MORACA, 
Patrick  Pasqualino  (Anes),  1313  North  Second 
Street,  Phoenix,  Arizona.  MORLEY,  Buel 
(ObG),  636  Church  Street,  Evanston,  Illinois. 
MOTTER,  George  Namen  (R),  119  W.  Mc- 
Dowell Road,  Scottsdale,  Arizona. 

NELSON,  Robert  Lee  (ObG),  Seottsdale 
Aledical  Center,  Scottsdale,  Arizona.  NENAD, 
Robert  Eugene  (I),  2021  North  Central  Avenue, 
Phoenix,  Arizona. 

OBLEY,  Fred  Allen  (GP),  329  Fourth  Street, 
Ellwood  City,  Pennsylvania.  O’LEARY,  Francis 
Bernard  (GP),  Sibley,  Iowa. 

PAUL,  William  Diamond  (I),  1430  Gotting- 


ham  Court,  Columbus,  Ohio. 

RIGG,  Jr.,  James  Paul  (Oalr-GP),  521  Rood 
Avenue,  Grand  Junction,  Golorado.  RIPLEY, 
Loyd  Gale  (GP),  2805  Sioux,  Glendale,  Arizona. 
RUDERSDORF,  Howard  Edward  (GP),  308 
Toy  National  Bank  Bldg.,  Sioux  City,  la..  RUN- 
FOLA,  Anthony  Vincent  (GP),  63  West  Quaker, 
Orchard  Park,  New  York. 

SHIRER,  Jr.,  Benjamin  Franklin  (GP),  6 
West  Wilson,  Batavia,  Illinois.  SIERAKOWSKI, 
Frances  (GP),  4752  E.  Indian  School  Rd.,  Phoe- 
nix, Arizona.  SMILEY,  Leonard  Victor  (U),  960 
Grand  Goncourse,  New  York,  New  York.  SMITH, 
Harry  Gharles  (GP),  610  Ninth  Street,  Douglas, 
Arizona.  STEELE,  Glarence  Hart  (ALR),  765 
Brotherhood  Bldg.,  Kansas  Gity,  Kansas. 
STEWART,  William  Floyd  (GP),  8 North  Main 
Street,  Rittman,  Ohio.  SUSONG,  William  An- 
derson (ObG),  1033  E.  McDowell  Road,  Phoe- 
nix, Arizona. 

TENNANT,  Rose  (Path),  St.  Joseph’s  Hos- 
pital, Phoenix,  Arizona. 

VALLE,  William  (Guglielmo)  GP-ObG), 
1318  West  Moreland,  Phoenix,  Arizona.  VAN 
ANTWERP,  Jr.,  James  Dillier  (P),  38th  and 
Rainbow,  Kansas  City,  Missouri.  VOGT,  Anne 
Marie  Stupnicki  (GP),  2405  East  Fillmore, 
Phoenix,  Arizona. 

WALSKE,  Benedict  Raymond  (S-TS),  VA 
Hospital,  Greenway  Station,  Tucson,  Ariz. 
WEBB,  Dale  Fleming  (S),  645  Seventh  Avenue, 
Yuma,  Arizona. 


ARTIFICIAL  INSEMINATION 


“The  Roman  Catholic  Church  is  against  it.  The  two  other  major  faiths  are 
for  it.  Organized  medicine  is  officially  noncommital.  And  the  law  just  is  not 
there.” 


( Medicolegal  Digest ) 
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LAUNCHING  OF  NEW  DRUG  FIRM 


One  of  the  features  of  the  recent  June  American  Medical  Association  Meeting 
in  New  York  was  that  it  served  as  a launching  pad  for  the  orbiting  of  a new 
drug  manufacturing  enterprise.  This  was  the  introduction  of  Philips  Roxane, 
Inc.,  to  the  American  pharmaceutical  industry.  The  AMA  considered  it  some- 
thing of  a precedent  that  a company  chose  this  annual  conclave  to  make  its 
initial  bow  to  the  medical  profession. 

By  keeping  its  presentation  purely  institutional  and  in  a setting  of  a Dutch 
garden,  symbolic  of  its  origins,  the  company  was  able  to  introduce  itself  on  a 
broad  platform  especially  suited  to  informing  the  profession  of  its  complex 
set-up.  Philips  Roxane  rises  out  of  a vast  network  of  technological  operations  here 
and  abroad  from  which  its  extensive  plans  for  pharmaceutical  research  and 
development  have  been  drawn.  In  the  background  are  a number  of  corporate 
operations  with  worldwide  recognition  and  resources.  Chief  among  these  is  the 
Philips  Electronics  and  Pharmaceutical  Industries  Corp.  and  N.  V.  Philips-Duphar 
of  The  Netherlands.  The  diversified  electronic,  pharmaceutical,  and  chemical 
output  of  these  operations  have  international  distribution.  Philips-Duphar  has 
gained  recognition  in  other  areas  of  human  medicine,  in  animal  and  plant 
pharmaceuticals.  Currently  being  developed  are  studies  in  organic  synthesis 
and  radioactive  isotopes. 

In  completing  its  plans  for  full-scale  operation.  Philips  Roxane  has  just  erected 
a plant  at  its  headquarters  location  in  St.  Joseph,  Missouri.  Among  its  present 
pharmaceutical  projects  is  the  development  of  a measles  vaccine,  now  in  ex- 
tensive clinical  trial,  and  for  which  patent  applications  have  been  filed. 

(From  News  Release,  Columbia  Pharmacal  Co. 

Affiliate  of  Philpis  Roxane,  Inc.,  Columbus  16,  Ohio ) 

See  Advertisement  Page  33A 


WRITE 


MUrray  1-2301 


SYcamore  5-9901 


2900  E.  Del  Mar  Blvc 

(formerhj  Blanche  Street) 


PASADENA,  CALIFORNIA 

Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
i located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH,  M.D. 
ETHEL  FANSON,  M.D.,  F.A.C.P.  STEPHEN  SMITH  III,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH,  M.D. 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W.  LITTLE,  M.D. 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 


in  rheumatoid  arthritis 


Triamcinolone  LEDERLE 


UNSURPASSED  “GENERAL-PURPOSE”  STEROID 
OUTSTANDING  FOR  “SPECIAL-PURPOSE”  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  treating  rheumatoid  arthritis.  Mounting  clinical  evidence  has 
shown  that  ARISTOCORT  is  also  highly  valuable  for  the  “special-problem”  arth- 
ritic — the  patient  who,  because  of  certain  complications,  was  hitherto  con- 
sidered a poor  candidate  for  corticosteroids. 

for  example: 

SPECIAL  PROBLEM:  ANXIETY-TENSION 

When  triamcinolone  was  used,  euphoria  and  psychic  unrest  rarely  occurred. 
(McGavack,  T.  H. : Clin.  Med.  6:997  [June]  1959.) 

SPECIAL  PROBLEM:  OVERWEIGHT 

No  patient  developed  voracious  appetite  on  triamcinolone.  Preferable  for  the 
overweight  person  whose  appetite  is  undesirably  stimulated  by  other  steroids. 
(Freyberg,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Arthritis  & Rheu- 
matism 1:215  [June]  1958.) 

SPECIAL  PROBLEM:  EDEMA 

Since  it  does  not  produce  edema,  triamcinolone  is  useful  in  rheumatoid  arthritis 
patients  with  cardiac  decompensation  who  need  steroid  therapy.  (Hollander, 
J.  h.:J.A.M.A.  172:306  [Jan.  23]  1960.) 

SPECIAL  PROBLEM:  HYPERTENSION 

Triamcinolone  may  be  included  among  the  currently  available  antirheumatic 
steroids  having  the  least  tendency  to  cause  sodium  retention.  (Ward,  L.  E.: 
J.A.M.A.  170:1318  [July  11]  1959.) 

Hypertension  did  not  result  from  triamcinolone  therapy.  Existing  hypertension 
was  reduced  sometimes.  This  may  have  been  due  to  lack  of  sodium  retention. 
(Freyberg,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Arthritis  & Rheu- 
matism 1:215  [June]  1958.) 


Precautions : Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 

However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  rheumatoid  arthritis,  dos- 
age should  be  individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms. 

Dosage  should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and  chicken 
pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 

Also  available  — syrup,  parenteral  and  various  topical  forms. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions  from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 

jDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Reprints 

Plague  Remains 
Modern  Hazard 


Vigilance  against  plague  must  not  be  relaxed, 
despite  modern  advances  in  fighting  the  disease, 
Dr.  Karl  Friederich  Meyer  of  the  University  of 
California  cautioned  in  his  acceptance  speech  at 
the  University  of  Chicago,  where  he  received  the 
Howard  Taylor  Ricketts  Memorial  Award  for 
1960  on  June  6. 

“What  in  1928  was  thought  to  be  a localized 
epizootic  entity  in  California,”  he  said,  “is  now 
known  to  extend  through  131  counties  in  15 
western  States,  an  area  comprising  40  percent  of 
the  continental  United  States  from  the  Pacific 
Coast  to  the  100th  meridan. 

“During  the  period  1908-51,  98  cases  (60 
deaths)  in  eight  western  States  have  been  con- 
tracted from  wild  rodents.  There  is  every  reason 
to  predict  that  in  that  area,  sporadic  cases  of 
bubonic  plague  may  make  an  annual  appear- 
ance.” 

Dr.  Meyer,  who  is  director  emeritus  of  the 
George  Williams  Hooper  Foundation  for  Medi- 
cal Research  and  professor  emeritus  of  experi- 
mental pathology  at  the  University  of  California, 
attributed  the  special  vulnerability  in  that  State 
to  the  booming  population.  Although  the  build- 
ing of  suburbs  will  keep  away  appreciable  wild 
rodent  populations,  he  said,  “There  is  an  initial 
period  of  joint  tenancy  by  people  and  wild  and 
commensal  rodents  — a condition  theoretically 
ideal  for  the  propagation  of  plague.” 

Wholesale  destruction  of  the  diseased  rodent 
population  is  not  always  possible  as  a preventive 
measure,  owing  to  geographic  and  financial  con- 
siderations, Dr.  Meyer  added. 

Long  thought  transmissible  only  through  rat 
fleas,  plague  is  now  known  to  spread  through  ex- 
change of  fleas  of  many  wild  rodents  and  other 
small  animals,  including  ground  squirrels,  wood 
rats,  chipmunks,  prairie  dogs,  and  field  mice, 
according  to  Dr.  Meyer. 

Reprinted  from  Public  Health  Reports,  V’ol.  75,  No.  11 
November  1960  by  permission.  ’ ’ 


Dr.  Meyer  traced  the  course  of  the  plague  in 
the  United  States  since  it  was  first  diagnosed  in  a 
human  in  1900  and  in  rats  in  1902. 

Plague  reservoirs  of  rodents  exist  in  South 
Africa,  East  Africa,  Iran,  and  the  Soviet  Union. 
Soviet  health  workers  have  eliminated  the  dan- 
ger on  the  fringes  of  their  vast  wild  rodent  area, 
but  fear  that  plague  may  break  out  again  or  be 
reimported.  Dr.  Meyer  said. 

The  sulfa  drugs  and  the  antibiotics  have 
proved  effective  in  treatment,  allaying  some  of 
the  panic  caused  by  the  appearance  of  human 
plague.  Plague  vaccines  have  been  developed, 
but  a dependable  immunity  eannot  be  achieved 
with  a single  injection,  he  added. 

“Aetive  immunization  in  the  face  of  or  during 
an  epidemic  is  of  little  or  no  value,  but  a per- 
sistent long  range  vaccination  program  could 
serve  as  a supportive  preventive  measure.” 
Modern  chemotherapy  is  more  effective  in  the 
vaccinated.  Dr.  Meyer  believes. 


CURRENT  STATES  OF  SYPHILIS 
IN  THE  UNITED  STATES 

William  J.  Brown,  M.D. 

Chief,  Venereal  Disease  Branch 
Communicable  Disease  Center 
Public  Health  Service 

Syphilis  remains  a public  health  problem  of 
major  and  increasing  proportions. 

A total  of  120,000  cases  were  reported  among 
civilians  alone  in  1959,  of  which  8,200  were  in 
the  early  infectious  stages. 

Reported  cases  of  infectious  s\  philis  have  been 
increasingly  alarming  since  1957.  Moreover, 
there  is  no  indication  that  the  trend  is  changing. 

Reprinted  from  Public  Health  Reports,  Vol.  75,  No.  11, 
November  1960  by  permission. 
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Almost  42  percent  more  infectious  syphilis  was 
reported  from  July  to  December  of  1959  than 
was  reported  during  the  same  6 months  of  the 
previous  year.  We  estimate  the  reservoir  of  un- 
treated syphilitics  today  at  1,200,000  cases  and 
that  the  true  annual  incidence  is  60,000  cases. 

Already,  the  cost  of  33,000  paretics  in  tax- 
supported  mental  institutions  is  $48  million  a 
year.  And  if  we  do  not  find  and  treat  the  VA 
million  untreated,  we  may  expect  an  additional 

178.000  to  develop  late  disabling  manifestations. 
This  will  include  52,800  more  cases  of  paresis 
and  meningovascular  syphilis  requiring  about 

530.000  years  of  hospitalization  at  a cost  of  al- 
most a billion  dollars.  It  will  also  include  23,000 
cases  of  tabes,  6,000  of  optic  atrophy,  and  91,000 
of  cardiovascular  syphilis. 

Clearly,  at  this  point  syphilis  is  not  under  con- 
trol. This  is  not  to  say  that  we  have  not  made 
progress  against  syphilis  in  this  country,  be- 
cause we  have.  For  example,  deaths  from 
syphilis  have  dropped  from  14,000  to  4,000  a 
year,  and  infant  deaths  due  to  syphilis  have 
dropped  from  574  to  fewer  than  1 per  100,000 
live  births. 

Fortunately,  syphilis,  for  several  reasons,  is  not 
spreading  in  geometrical  progression,  but  it  does 
seem  to  be  spreading  faster  than  we  can  find 
and  treat  it.  A variety  of  factors,  such  as  environ- 
ment, economics,  and  social  structure,  may  in- 
fluence the  spread  of  syphilis  in  a population. 
Some  syphilitics,  for  example,  do  not  have  op- 
portunity for  further  intercourse  while  they  are 
infected.  Moreover,  syphilis  is  not  contracted 
at  every  exposure  to  infection.  And  also,  some 
chains  of  infection  and  chains  of  contact  double 
back  on  themselves  in  large  part  and  are  con- 
tained within  certain  social  groups. 

Venereal  disease  control  always  has  depended 
upon  research  to  develop  techniques  of  diagnosis 
and  treatment,  and  upon  a vigorous  case  finding 
program  to  find  infected  persons  and  bring  them 
to  treatment  faster  than  infection  could  spread. 
I believe  that  the  late  Dr.  Joseph  Earl  Moore, 
in  paraphrasing  Frost  on  tuberculosis,  was  cor- 
rect when  he  said,  “.  . . it  is  not  necessary  that 
transmission  be  immediately  and  completely  pre- 
vented. If,  in  successive  periods  of  time,  the 
number  of  infectious  hosts  is  continuously  re- 
duced, the  end  result  ...  if  continued  long 
enough,  must  be  the  extermination  of  the  tre- 
poneme  of  syphilis.” 


Today,  techniques  of  both  diagnosis  and  treat- 
ment have  been  developed  almost  to  the  ulti- 
mate. Epidemiology,  however,  has  lagged  be- 
hind, particularly  among  patients  of  private  phy- 
sicians. Consequently,  a large  part  of  our  na- 
tional program  is  now  being  oriented  to  the  de- 
velopment of  working  relationships  between 
public  health  and  the  private  practitioner. 

We  have  had  some  measure  of  success  in  per- 
suading private  physicians  to  report  their  eases 
and  to  have  them  interviewed  by  a trained 
epidemiologist.  The  Pennsylvania  program  is  a 
good  example.  Reporting  by  private  physicians 
in  Pennsylvania  increased  more  than  10  times 
from  1958  through  1959. 

In  1958,  the  Louisiana  State  Health  Depart- 
ment began  to  stimulate  reporting  among  private 
physieians  through  personal  visits,  talks  at  medi- 
cal society  meetings,  and  followup  of  reaetive 
serologies  from  public  and  private  laboratories 
and  hospitals.  In  two  corresponding  9-month 
periods,  cases  of  primary  and  secondary  syphilis 
reported  by  private  physicians  rose  from  0 to  58. 
During  the  same  two  periods,  early  latent  cases 
reported  by  private  physicians  increased  from 
3 to  417. 

Kansas  is  another  typical  example  of  improved 
interviewing  among  primary  and  secondary 
syphilis  patients  of  private  physicians.  Morbidity 
reporting  of  early  lesion  syphilis  treated  by  pri- 
vate physieians  in  Kansas  rose  from  11  cases  in 
1958  to  50  cases  in  1959.  Further,  the  number 
of  privately  treated  patients  with  primary  and 
secondary  syphilis  who  were  interviewed  during 
the  same  period  increased  from  8 to  38.  As  a 
result,  contacts  of  private  physicians’  patients 
who  were  interviewed  increased  from  43,  in 
which  there  were  no  cases  of  infectious  syphilis, 
to  147,  which  included  14  with  primary  and 
secondary  syphilis. 

Overall  improvement  has  been  made  in  inter- 
viewing privately  treated  primary  and  secondary 
syphilis  patients  across  the  country.  In  the  5-year 
period  ending  in  1958,  an  average  of  17  percent 
of  these  patients  were  interviewed  per  year  by  a 
trained  interviewer.  During  1959,  this  percentage 
was  still  increasing.  Forty-nine  percent  of  all 
patients  with  infectious  syphilis  reported  by  pri- 
vate physicians  were  interviewed  for  sex  contacts 
by  a trained  intervie^\'er. 

From  the  standpoint  of  epidemiolog)',  success 
with  the  patient  treated  by  a pri\’ate  plnsician 
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equals  that  of  the  public  clinic  patient. 

One  question  with  respect  to  syphilis  mor- 
bidity is  raised  sooner  or  later:  Are  these  in- 
creases “real”  increases  in  incidence,  or  are  they 
only  the  results  of  improved  casefinding  and 
reporting?  As  we  see  it,  increased  morbidity  at 
this  point  reflects  both  increased  incidence  and 
improved  reporting.  But  we  have  no  way  of 

knowing  how  much  is  attributable  to  either. 

However,  there  is  one  answer  to  this  question. 
Regardless  of  what  morbidity  reports  represent, 
the  patients  are  real,  they  need  treatment,  and 
their  contacts  need  examination.  This  cannot  be 
denied. 

In  fact,  it  may  be  expected  that  if  our  present 
efforts  continue  successfully,  as  I have  every 
hope  that  they  will,  morbidity  figures  will  go  a 
lot  higher  than  they  are  now.  But,  sooner  or 
later,  a point  will  be  reached  after  which  any 
amount  of  epidemiological  effort  can  result  only 
in  a plunge  toward  eradication. 


, — ;7“-r 

in  very  special  cases 

a very  superior  brandy...  ;1 

specify 

HENliBSST 

COGNAC  BRANDY 

8A  Proof  I Schieffelin  & Co.,  New  Yorkf:;, 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  o])erators. 


^ POST’HSii  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 

(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 

ALpine  4-6611 
3111  N.  29fh  Avenue 
PHOENIX,  ARIZONA 

MAIn  2-2446 
604  N.  4fh  Avenue 
TUCSON,  ARIZONA 


PRINTING  - LITHOGRAPHY  • ROTARY 


C LASSI F LE 


Serving  Arizona 
rHeaith  Needs 
Since  1908 


ARIZONA  — URGENT 

General  Practitioner  for  newly  constructed  clinic 
in  Eloy,  Arizona.  Guarantee-salary  to  start,  with 
partnership  or  permanent  association  — popula- 
tion 10,000  in  area  now  serviced  by  one  physi- 
cian. Apply  H.  Howard  Holmes,  AA.D.,  Eloy  Medi- 
cal Center,  Eloy,  Arizona. 


Phoenix  • Tucson  • Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 


Casa  Grande  • Miami  - Wickenburg 
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child 


psychoa/i 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


ROBERT  L BEAL,  M.D. 

OTTO  L.  BENDHEiM,  M 

.D. 

HAL  J.  BREEN,  M.D. 

INEZ  P.  DUNNING,  M. 

A. 

T.  RICHARD  GREGORY 

, M.D. 

DERALD  G.  MAY,  M.D. 

HAROLD  E.  McNEELY, 

Ph.D. 

ROBERT  C.  SHAPIRO,  M.D. 

WILLIS  L.  STRACHAN, 

M.D. 

1 IRENE  M.  JOSSELYN,  M.D. 

JOHN  R.  ZELL,  M.D. 

PHARMACY  DIRECTORY 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


*ScoHsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 
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DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N 
Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-41  51 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hou/s  Daily 

3029  E.  2nd  St.  Tucsori,  Arizona 

"Eastablished  1932” 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Orthopedic  e Acute  or  Chronic 

• Post-Operative  * Geriatric  • Convalescent 

• Non-Sectarian  ® Medical  Doctor  of  your  choice 

LISTED  by  American  Hospital  Association 

24  Hr.  Professional  Nursing  — R.N.'s  on  all  shifts. 

Phones:  MA  4-1562  - MA  3-1391 
1501  N.  3rd  Ave.  Tucson,  Arizona 

Alberta  M.  Lovett,  President 
Charles  H.  Schmid,  Treasurer 
Katharine  C.  Schmid,  Director,  Admission-Patient  Services 

BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 


ALCOHOLISM 

,\  hospital  equipped  and  staffed  for  the  accommo- 
(laticm  of  those  patients  in  whom  over  indulgence  in 
ah oholic  beverages  has  created  a problem. 

Ol’KN  STAFF  to  members  of  tlie  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
r OXDITIONING  FOR  YEAR  ROUND  COMFOR'l' 

yke 


Hospital  License  No.  71 
Registered  A.M.A. 
Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  CONVENIENT  LOCATIONS 

NORTH  CENTRAL  MEDICAL  BLDG. 

2021  N.  Central 

And 

PROFESSIONAL  BUILDING 

1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


Telephone  AL  3-2592 
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Future  Medical  Meetings  and  Postgraduate  Education 

Arizona  Academy  Of 
General  Practice 


The  annual  scientific  session  of  the  Arizona 
Academy  of  General  Practice  will  be  held  at  the 
Ramada  Inn,  Tucson,  Arizona,  October  12-14, 
1961. 

Principle  speakers  on  the  program  are; 

Richard  W.  Teliende,  M.D. 

Professor  Emeritus  of  Gynecology 
Johns  Hopkins 
Topic:  Gancer  of  the  Gervix 
Waldo  E.  Nelson,  M.D. 

Professor  of  Pediatrics 
Temple  University 
Topic:  Infections  in  the  Newborn 
Michael  DeBakey,  M.D. 

Professor  of  Surgery 
Baylor  University  Medical  School 
Topic:  Vascular  Surgery 
Poster  Matchett,  M.D. 

Assistant  Professor 
Department  of  Orthopedics 
University  of  Golorado 

Gategory  Gredit  1 will  be  given  for  this  three 
day  course.  Address  inquiries  to: 

Noel  Smith,  M.D. 

3614  N.  15th  Avenue 
Phoenix,  Arizona 


SOUTHWESTERN  MEDICAL 
ASSOCIATION 

43rd  Annual  Meeting 
October  19-21,  1961 
Tropicana  Hotel,  Las  Vegas,  Nevada 


MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO 

SIXTH  ANNUAL  MEETING 
December  6-8,  1961 
Hermosillo,  Sonora,  Mexico 


AMERICAN  CANCER  SOCIETY 
SCIENTIFIC  SESSION 

The  1961  Scientific  Session  of  the  American 
Cancer  Society  will  be  held  at  the  Biltmore 
Hotel,  New  York,  on  October  23-24,  1961.  The 
theme  will  be  “The  Physician  and  the  Total  Care 
of  the  Cancer  Patient.” 

The  General  Sessions  will  include:  Decisions 
in  the  Early  Care  of  the  Cancer  Patient;  A) 
Counselling  the  Cancer  Patient  and  B ) What  the 
Cancer  Patient  Should  be  Told  About  His  Dia- 
gnosis and  Prognosis;  Care  of  the  Advanced 
Cancer  Patient;  and  Society’s  Role  in  Caring  for 
the  Cancer  Patient. 

AMERICAN  COLLEGE 
OF  SURGEONS 

47th  Annual  Clinical  Congress 
October  2 through  6,  1961 
Chicago,  Illinois 


AMERICAN  COLLEGE  OF 
CHEST  PHYSICIANS 
1961  POSTGRADUATE  COURSES 

The  Council  on  Postgraduate  Medical  Educa- 
tion of  the  American  College  of  Chest  Physicians 
will  present  the  following  postgraduate  courses 
during  1961: 

“Industrial  Chest  Diseases” 

Warwick  Hotel,  Philadelphia 
September  25-29 

“Clinical  Cardiopulmonary  Physiology” 
Sheraton  Towers  Hotel,  Chicago 
October  23-27 

“Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Heart  and  Lung  Diseases” 
Park  Sheraton  Hotel,  New  York  City 
November  13-17 
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“Recent  Advances  in  Diseases  of  the  Chest” 
Statler-Hilton  Hotel 
Los  Angeles 
December  4-8 

Further  information  may  be  obtained  by  writ- 
ing the  Executive  Director,  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street, 
Chicago,  111. 


ASSOCIATION  OF  AMERICAN 
PHYSICIANS  AND  SURGEONS 

18th  Annual  Meeting 
Grove  Park  Inn 
Ashville,  North  Carolina 
October  12-14,  1961 

REGIONAL  MEETINGS 

Late  Summer  and  Autumn,  1961 

August  21-25,  1961 
Colorado  University  Medical  School 
Pediatrics 

Estes  Park,  Colorado 
August  23-26,  1961 
Nevada  State  Medical  Association 
and  Reno  Surgical  Society 
58th  Annual  Meeting 
Reno,  Nevada 
September  13-15,  1961 
Utah  State  Medical  Association  and 
Rocky  Mountain  Medical  Conference 
Salt  Lake  City,  Utah 
September  18-21,  1961 
Wyoming  State  Medical  Society 


September  21-23,  1961 

Idaho  Academy  of  General  Practice 
Roise,  Idaho 
September  21-24,  1961 
American  Psychiatric  Association 
Fourth  Western  Divisional  Meeting 
Salt  Lake  City,  Utah 
October  1-4,  1961 

Colorado  State  Medical  Society  Annual  Session 
Denver,  Colorado 
October  3-4,  1961 

AMA  Congress  on  Occupational  Health 
Denver,  Colorado 
October  12-14,  1961 

Arizona  Academy  of  General  Practice 
Tucson,  Arizona 
November  11,  1961 

13th  Annual  Cancer  Seminar 
Penrose  Cancer  Hospital 
Colorado  Springs,  Colorado 
November  16-18,  1961 
Annual  Meeting 

Colorado  Academy  of  General  Practice 
Colorado  Springs,  Colorado 
November  21-29,  1961 
Colorado  Health  Fair 
Denver,  Colorado 
November  25-27,  1961 
American  College  of  Chest  Physicians 
Interim  Session 
Denver,  Colorado 
November  26,  1961 

Conference  on  Medical  Aspects  of  Sports 
Denver,  Colorado 
November  27-30,  1961 
AMA  Clinical  Meeting 
Denver,  Colorado 


“It  is  hardly  lack  of  due  process  for  the  Government  to  regulate  that  which  it 
subsidizes.”  (Justice  Robert  H.  Jaekson,  Ruling  in  AAA  Supreme  Court  Case, 
1942) 
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LABORATORIES 


THE  DIAGNOSTIC  LABORATORT 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


iHedical  Center  and  Clinical  Xalfcratmf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Pre^e^Menal  'X-^atf  and  Clinical  Xahratertf 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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PHYSICIANS’  DIRECTORr 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
American  College  of  Allergists 
American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 

122  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 
F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 


THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
' F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 
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Plastic  and  Reconstructive  Surgery 

SPEECH  PATHOLOGY 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phoenix,  Arizona 

Phone  CR  4-5713  — Phoenix,  Arizona 

RADIOLOGY 

PROCTOLOGY 

* 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

550  W.  Thomas  Road  — 216  Patio  B 

Phoenix,  Arizona 

Phoenix,  Arizona 

— 

JAMES  T.  JENKINS,  M.D. 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

PSYCHIATRY 

SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

CARL  BREITNER,  M.D. 

Psychiatry 

123  South  Stone  Avenue 
Tucson,  Arizona 

AL  2-9108 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 

1515  N.  9th  St.  Phoenix,  Arizona 



LEO  RUBINOW,  M.D. 

PSYCHIATRY 

DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 

AM  6-0630 

Phone  CRestwood  4-2081 

224  E.  Thomas  Rd.  Phoenix,  Arizona 

Phoenix,  Arizona 
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Trademarked 
drugs . . . 


or “drugs 
anonymous 


In  the  field  of  medicine,  as  almost  everywhere  else  in  a free  economy, 
the  trademark  concept  has  evolved  over  the  years.  As  with  most 
human  institutions,  there  are  some  who  may  not  consider  it  ideal; 
but  it  has  brought  about  three  signal  benefits: 

To  the  physician  it  gives  assurance  of  quality  in  the  drugs  he 
prescribes — assurance  backed  by  the  biggest  asset  of  the  maker, 
his  reputation. 

To  the  manufacturer  it  gives  one  of  the  greatest  possible  incen- 
tives to  produce  new  and  better  curative  agents. 

To  the  pharmacist  it  gives  preparations  which  he  can  dispense 
with  confidence. 

If  trademarks  are  done  away  with,  a whole  new  setup  must  be  created: 

1.  An  enormously  expanded,  expensive  system  of  government 
quality  control. 

2.  A new  system  of  generic  nomenclature  which  would  magi- 
cally turn  out  names  not  only  rememberably  simple,  but  also 
conforming  to  the  principles  of  complex  chemical  terminology. 

3.  Something  new  to  fill  the  gap  left  by  the  elimination  of  the 
trademark  incentive  to  produce  new  and  better  drugs. 

The  American  system  has  been  pre-eminent  in  producing  and  distrib- 
uting good  medicines.  Above  all  it  has  been  successful  in  creating 
new  advances  in  therapy.  In  a dubious  effort  to  provide  cheaper 
medicines  by  abolishing  the  trade  names  upon  which  the  responsible 
makers  stake  their  reputations,  let  us  beware  of  sacrificing  this  success. 

This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription 
drugs  to  help  you  answer  your  patients’  puestions  on  this  current  medical 
topic.  For  additional  information,  please  write  Pharmaceutical  Manufacturers 
Association,  1411  K Street,  N.  W.,  Washington  5,  D.C. 
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THE  NEW  ROYAL  ELECTRIC 

The  new  Royal  Electric  design  is  more  practical  and  functional 
than  ever.  A computer-like  keyboard  gives  the  typist  greater 
convenience,  efficiency  and  speed.  The  new  carriage  unit  reacts 
with  split-second  accuracy  and  all  controls  are  centralized  on 
top  within  easy  reach  of  the  operator.  Only  Royal  offers  so  many 
convenient  and  time-saving  extras  such  as  Magic  Margin,  Line 
Meter,  Twin-Pak  Ribbon  and  a complete  selection  of  automatic 
repeat  controls. 

Tire  new  Royal  has  the  lightest,  most  uniform  touch  of  any  elec- 
tric. It  can  be  varied  to  suit  each  typist.  This  Touch  Control 
plus  Royal’s  uniform  key  dip  on  each  row  promotes  better  typing 
rhythm,  lessens  finger  fatigue  and  increases  speed. 

The  new  Royal  produces  printwork  unmistakably  superior  to  that 
of  any  other  electric.  The  result  being:  1.  a more  clearly  etched 
letter;  2.  a more  uniform  inking  of  each  character;  3.  a more 
accurate  alignment  of  letters  and  words. 


OFFICE  EdUIPMENI  CENIER 


801  W.  Indian  School  Rd.  • Phoenix,  Ariz. 

AM  4-4141 


lensio] 


spasm 


tasii 
spas^ 


stasis 


■staisis 


IN  FUNCTIONAL  G.I.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  TIE  NEED 


DECHOLIN-BB 

Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts . . . and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


•••• 

/ •. 

• • 

*% 

•••• 


butabarbital  sodium 15  mg.  (14  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (’/e  gr.) 


DECHOUN 
with  Belladonna 

Hydrocholeretic  — Antispasmodic  ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi . . . and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3M  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOLIN 

Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract. . .by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Dechoi  in-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Dechoi  in-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500.  iiisi 


AMES 

COMPANY,  INC 
Elkhart  • Indiona 
Toronto  • Conodo 


University  of  California 
Medical  Center  Libt'ary 
3rd  & Parnassus 
San  Francisco  22,  Calif. 


new. . . 
prolonged 
antipruritic  action 
in  a pleasant-tasting 
chewable  tablet 

tacai^i' 

cliewable  taMetis 

METHDILAZINE,  MEAD  JOHNSON 

prolonged  antipruritic  / antiallergic  action . . . 
not  dependent  on  delayed  intestinal  release 


Itching  in  children  can  now  be  controlled  on  b.i.d.  dosage  with  a long-acting^ 
antipruritic/antiallergic  chewable  tablet  your  pediatric  patients  will  enjoy  taking. 

They  can  also  benefit  by  the  effectiveness  of  Tacaryl  Hydrochloride  in  controlling  symptoms 
in  a wide  variety  of  allergic  conditions, 2-8  including  hay  fever  and  perennial  rhinitis. 

dosage:  One  Chewable  Tablet  (3.6  mg.)  ttvice  daily.  Adjustment  of  dose  or  interval  may  be  desirable  for  some  patients, 
eontraindieations:  There  are  no  known  contraindications, 
side  effeets:  Drowsiness  has  been  observed  in  a small  percentage  of  patients.  Dizziness,  nausea,  headache,  and  dryness  of  mucous 
membranes  have  been  reported  infrequently. 

eautioiis:  If  drowsiness  occurs  after  administration  of  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride,  the  patient  should 
not  drive  a motor  vehicle  or  operate  dangerous  machinery.  Since  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride 
may  display  potentiating  properties,  it  should  be  used  With  caution  for  patients  receiving  alcohol,  analgesics  or  sedatives 
(particularly  barbiturates).  Because  of  reports  that  phenothiazine  derivatives  occasionally  cause  side  reactions  such  as 
agranulocytosis,  jaundice  and  orthostatic  hypotension,  the  physician  should  be  alert  to  their  possible  occurrence . . . though  no 
such  reactions  have  been  observed  with  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride, 
supplied:  Pink  tablets,  3.6  mg.,  bottles  of  100. 

references:  (1)  Lish,  P.  M.;  Albert,  J.  R.;  Peters,  E.  L.,  and  Allen,  L.  E.:  Arch,  internat.  pharmacodyn.  729:77-107  (Dec.)  1960. 

(2)Howell,  C.  M.,  Jr.:  North  Carolina  M.  J.  27:194-195  (May)  1960.  (3)  Clinical  Research  Division,  Mead  Johnson  & Company. 

(4)  Wahner,  H.  W.,  and  Peters,  G.  A.:  Proc.  Staff  Meet.  Mayo  Clin.  79:161-169  (March  30)  1960.  (5)  Crepea,  S.  B.:  J.  Allergy  77:283-285 

(May-June)  1960.  (6)  Crawford,  L.  V.,  and  Grogan,  F.  T.:  J.  Tennessee  M.  A.  57:307-310  (July)  1960.  (7)  Spoto,  A.  P.,  Jr.,  and 

Sicker,  H.  O.:  Ann.  Allergy  75:761-764  (July)  1960.  (8)  Arbesman,  C.  E.,  and  Ehrenreich,  R.;  New  York  J.  Med.  67:219-229  (Jan.  15)  1961. 
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relief  from 
the  acute  pain 
of  trauma 


DARVON'  COMPOUND-65 

(dexlro  propoxyphene  and  acetylsalicylic  acid  compound.  Lilly) 


Usual  Dosage:  7 Pulvule®  three  or  four  times  daily. 


120269 


With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.’^  To  implement  this  goal, 
many  clinicians  have  come  to  rely  on  Dilantin  for 
outstanding  control  of  grand  mal  and  psychomotor 
attacks.  For  example,  when  Dilantin  was  adminis- 
tered to  12  patients,^  all  but  one  remained  seizure- 
free  in  the  hospital  after  the  diphenylhydantoin 
blood  level  had  reached  its  maximum.  This  patient 
experienced  a single  convulsion  but  had  “...no 
further  seizures  during  the  subsequent  three  and 


DILANTIN 


SODIUM  KAPSEALS® 


HELPS  KEEP 
HIS  SEIZURES 
IH  CHECK 


a half  months  of  observa- 
tion.’’ Dilantin  Sodium 
(diphenylhydantoin  sodium, 
Parke-Davis)  is  available  in 
several  forms,  including 
Kapseals,  0.03  Gm.  and  0.1 
Gm.,  bottles  of  1 00  & 1 ,000. 
other  members  of  the  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
forgrand  mal  and  psychomotor  seizures:  Phelantin® 
Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of 
100.  for  the  petit  mal  triad:  Milontin®  Kapseals 
(phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of 
100  and  1,000;  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles  • Celontin®  Kapseals  (methsuxi- 
mide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
Zarontin®  Capsules  (ethosuximide,  Parke-Davis) 
0.25  Gm.,  bottles  of  100.  See  medical  brochure  for 
details  of  administration,  precautions,  and  dosag 


(1)  Carter,  S.:  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L.:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Buchthal,  F.;  Svensmark,  O.,  & Schiller,  P,  J.;  Arch, 

Neurol.  2:624,  1960.  saesi 
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Acts  as  well 
in  j9eop/e 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 


Intragastric  pH  measuramBtiis^  inti  patients  with  peptic  utcer 


New  Creamalin 

Antacid  Tablets 


LABORATORIES 
New  York  18,  N.Y. 


Buffers  fast^'*  for  fast  relief  of  pain- 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 

Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablet^ 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 

How  Supplied:  Creamalin  Tablets,  bottles  of  50,  100,  200  and  1000. 
Also  available:  New  Creamalin  Liquid  (1  teaspoon  = 1 tablet), 
bottles  of  8 and  16  fl.  oz. 

References:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Beckman,  S.  M.:  ].  Am.  Pharm.  A.  (Sclent.  Ed.)  49:191,  April,  1960. 

3.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.;  /.  Am.  Pharm.  A. 
(Sclent.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  files  of  the  Department 

of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.T.,  Jr.  ; Fisher,  M.  P., 
and  Tainter,  M.  L.:  /.  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 


FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 


NEW 


let  your  sinusitis,  allergy  and  U.R.I.  patients  breathe  easier! 


DIMETAPP  Extentabs  contain  Dinnetane®(parabromdylamine  [brompheniramine]  maleate)  12  mg.,, 
phenylephrine  HCI  15  mg.,  and  phenylpropanolamine  HCI  15  mg.,  a proved  antihistamine  and  two ! 
outstanding  decongestants.  The  dependable  Extentab  form  provides  sustained  relief  from  the 
stuffiness,  drip  and  congestion  of  sinusitis,  colds  and  U.R.I.  for  10-12  hours  with  a single  dose. ! 

A.  H.  ROBINS  CO.,  INC. 

MAKING  TODAY’S  MEDICINES  WITH  INTEGRITY 


RICHMOND  20,  VIRGINIA 

SEEKING  TOMORROW’S  WITH  PERSISTENCE 


A new  drug 


that  works  in  a new  way 
to  control  blood  pressure 
without  serious  side  effects 


Capla  acts  centrally 
at  the  brainstem  vasomotor  center 


Capla  reduces  blood  pressure  by  act- 
ing predominantly  at  the  brainstem 
vasomotor  center;  is  not  a ganglionic 
blocker.  It  produces  no  depression, 
no  postural  hypotension,  no  nasal 
congestion,  no  gastric  hyperacidity. 
Transient  drowsiness  sometimes  oc- 
curs, usually  at  higher  dosage. 


Proved  effective  in  clinical  use 

Capla  reduces  both  systolic  and  di- 
astolic pressure  usually  in  propor- 
tion to  pre-therapy  levels.  Patients 
on  Capla  often  report  a mild  calm- 
ing effect.  Capla  has  proved  excep- 
tionally well  tolerated  in  clinical  use 
and  has  no  known  contraindications. 


New  therapy 

Alone,  Capla  is  highly  effective  for 
mild  to  moderate  hypertension.  In 
more  severe  cases,  it  can  be  com- 
bined with  diuretics  or  peripherally 
acting  antihypertensives. 

Literature  and  samples 


RECOMMENDED  DOSAGE:  one  tablet  3 or 
4 times  daily,  before  meals  and  at  bed- 
time. Dosage  should  be  adjusted  to  in- 
dividual requirements. 
composition:  each  white,  scored  tablet, 
contains  300  mg.  of  Capla  (mebuta- 
mate,  Wallace). 
supplied:  bottles  of  100  tablets. 
to  physicians  on  request. 


Central  Acting  Pressure  Lowering  Agent 

Wallace  Laboratories,  Cranbury,  New  Jersey 


CLINICAL  & PHARMACOLOGICAL  REPORTS  1.  Berger, 
F.  M.,  and  Margolin,  S.:  A Centrally  Acting  Blood  Pressure 
Lowering  Agent  (W-583).  Fed.  Proc.  20:113  (March)  1961. 
2.  Diamond,  S.,  and  Schwartz,  M.  Scientific  Exhibit  at  III. 
Slate  Med.  Soc.  Chicago,  (May)  1961.  3.  Douglas,  J.  F. 
Ludwig,  B.  J.,  Ginsberg,  T.  and  Berger,  F.  M.:  Studies  on 
W-583  Metabolism,  Fed.  Proc.  20:113  (March)  1961.  4. 
Duarte,  C.,  Brest,  A.  N.,  Kodama,  R.,  Naso,  F,,  and  Moyer, 
J.  H.:  Observations  on  the  Antihypertensive  Effectiveness 
of  a New  Propanediol  Dicarbarnaie  (W-583).  Curr.  Ther. 


Res.,  2:148-52  (May)  1960.  5.  DuChez,  J.  W.,  Scientific  Ex- 
hibit at  Amer.  Academy  of  Gen.  Practice,  Miami,  (April) 
1961.  6.  Kletzkin,  M.,  and  Berger,  F.  M,:  A Centrally  A'  'ing 
Antipressor  Agent.  Fed.  Prod,  20:113  (March)  196i 
Mulinos,  M.  G.,  Scientific  Exhibit  at  Amer.  Coll.  Car 
York,  (May)  1961.  8.  Mulinos,  M.  G.,  Saltefors,  ''h'! 
L.  J.  and  Cronk,  G.  A,:  Human  Pharmacology  Studies  wiih 
W-583.  Fed.  Proc.  20:113  (March)  1961,  9.  Shubin,  H„  Sci- 
entific Exhibit,  Amer.  Coll.  Card.  New  York,  (May)  1961. 
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Arizona  Medical  Association  Reports 


Medical  School  Committee 
Minutes  of  Meeting 
July  9, 1961 


A meeting  of  the  Medical  School  Committee 
of  The  Arizona  Medical  Association,  Inc.  was 
held  Sunday,  July  9,  1961,  W.  Albert  Brewer, 
M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Brewer,  W.  Albert,  Chair- 
man; Beaton,  Lindsay  E.;  Manning,  W.  R.;  Me- 
lick,  Dermont  W.;  Robbins,  Clarence  L.;  Singer, 
Paul  L.,  Secretary;  Smith,  Leslie  B.,  President; 
Yount,  Jr.,  Clarence  E.,  President-elect. 

MEDICAL  SCHOOL  STUDY  REPORT 

The  Chairman,  Doctor  Brewer,  called  the 
meeting  to  order  stating  that  with  the  release 
of  the  report  on  the  Arizona  Medical  School 
Study  submitted  recently  to  the  Board  of  Regents 
of  this  State,  it  is  timely  to  give  consideration 
thereto. 

The  Secretary,  Doctor  Singer,  reported  that 
the  Executive  Committee  of  the  Board  of  Di- 
rectors in  meeting  held  Saturday,  July  8,  1961, 
was  of  the  opinion  that  we  should  reaffirm  the 
resolution  adopted  by  the  House  of  Delegates 
in  annual  meeting  May  3,  1958,  which  reads  as 
follows : 

WHEREAS,  at  some  time  in  the  future  the 
needs  for  formal  medical  education  of  qualified 
students  in  Arizona  may  not  be  met  adequately 
as  they  are  now  by  the  Western  Interstate  Com- 
pact for  Higher  Education 


WHEREAS,  any  plans  for  meeting  a future 
need  for  expansion  of  opportunities  for  such 
medical  education  should  embrace  the  considera- 
tion of  the  establishment  of  a medical  school  in 
Arizona 

WHEREAS,  the  establishment  and  mainte- 
nance of  a medical  school  is  universally  recog- 
nized as  an  extraordinarily  expensive  undertak- 
ing in  the  field  of  higher  education,  therefore, 
BE  IT  RESOLVED,  that  The  Arizona  Medi- 
cal Association,  Inc.,  go  on  record  as  approving 
the  establishment  of  a state  supported  medical 
school  in  Arizona  at  such  time  in  the  future  as 
the  unmet  need  for  such  a school  is  manifest  and 
the  State  of  Arizona  is  financially  able  to  pay 
the  costs  of  a school  equipped  and  staffed  for 
pre-clinical  and  clinical  education  on  a nationally 
competitive  level  of  excellence,  and 

BE  IT  FURTHER  RESOLVED,  that  the 
Council  of  The  Arizona  Medical  Association, 
Inc.,  instruct  the  medical  school  investigating 
committee  to  continue  its  studies  of  the  needs 
for  medical  education  in  Arizona  and  to  co- 
operate fully  with  all  interested  indi\  iduals  and 
state  agencies  who  are  nov'  or  in  the  future 
concerned  with  this  problem. 

Doctor  Beaton  called  attention  to  comm  ^s 
appearing  in  the  1960-61  annual  report  ol  • 
Medical  School  Committee,  considered  3\  the 
Reference  Committee  on  Reports  of  du  House 
of  Delegates  in  annual  meeting  held  Ma>’  L 
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1958,  which  was  accepted  and  approved  as  re- 
ported. The  concluding  portion  of  the  report 
stated  as  follows: 

The  Medical  School  Committee  of  ARMA  has 
no  advance  clues  of  the  decisions  to  be  made 
by  the  Volker  commission.  It  does  believe  that 
all  of  the  evidence  it  has  seen  to  date  indicates 
that  Arizona  should  have  a medical  school  and 
is  ready  for  one  now,  that  this  state  must  play 
its  part  in  the  great  national  purpose  of  medical 
education  for  which  many  new  medical  schools 
will  be  required  in  the  next  decade.  The  im- 
mediate question  as  to  whether  a two-year  school 
or  a four-year  school  should  be  initially  con- 
structed is  unanswred,  to  our  best  knowledge. 
Your  Committee  considers,  however,  that  ulti- 
mately Arizona  must  have  at  least  one  four-year 
school.  It  thinks  that  it  is  not  beyond  the  bounds 
of  possibility  at  all  that  in  the  foreseeable  future 
two  four-year  schools  would  constitute  the 
soundest  plan.  The  final  judgment  on  the  loca- 
tion of  a medical  school  or  schools  within  the 
State  also  remains  unknown  to  us.  This  Associa- 
tion has  taken  the  point  of  view  that  it  would 
never  attempt  to  influence  this  determination.  It 
was  partly  to  settle  this  issue  that  the  Arizona 
Aledical  School  Study  was  created,  and  the 
Medical  School  Committee  is  confident  that  it 
represents  the  Association  in  expressing  the  en- 
tire willingness  of  the  physicians  of  the  State 
to  accept  the  final  recommendations  to  be  pre- 
sented by  Doctor  Volker  to  the  Board  of  Re- 
gents. 

Considerable  discussion  ensued. 

The  following  resolution  was  introduced  by 
Doctor  Beaton  and  on  motion  of  Doctor  Melick, 
seconded  by  Doctor  Robbins,  was  unanimously 
carried : 

WHEREAS,  in  1958  the  House  of  Delegates  of 
The  Arizona  Medical  Association,  Inc.,  spon- 
sored the  conception  of  an  unbiased  expert  study 
of  the  needs  for  medical  education  in  our  state, 
and 

WHEREAS,  The  Arizona  Medical  Association 
advised  the  Board  of  Regents  of  the  State  Uni- 
versities and  College  to  undertake  such  a study 
and  was  instrumental  in  obtaining  the  interest 
of  outside  parties  in  support  of  the  study,  and 

WHEREAS,  the  House  of  Delegates  of  The 
Arizona  Medical  Association  in  1961,  recogniz- 
ing that  physicians  in  private  practice  have  no 
special  competence  in  the  field,  officially  ex- 


pressed its  willingness  to  consider  the  findings 
of  a group  of  experts  in  medical  education,  now 
therebefore  be  it 

RESOLVED,  that  while  it  recognizes  the 
right  of  any  individual  or  group  to  an  expression 
of  opinion  on  the  location  of  a medical  school 
in  our  state,  the  Board  of  Directors  of  The  Ari- 
zona Medical  Association,  Inc.,  wishes  it  under- 
stood that  no  component  society  speaks  for  the 
Association,  and  further  believes  that  it  is  not 
now  proper  for  the  Association  to  add  its  voice 
in  special  pleading  as  to  the  location  of  a medical 
school,  and  be  it  further 

RESOLVED,  that  the  attention  of  the  Board 
of  Regents  be  respectfully  invited  to  the  Arizona 
Medical  School  Study  report  as  a basic  docu- 
ment on  all  aspects  of  the  problem  of  medical 
education  in  Arizona,  and  be  it  further 

RESOLVED,  that  the  Board  of  Directors  does 
believe  that  it  has  the  duty  and  right  to  inform 
the  Board  of  Regents  that  it  is  the  overwhelming 
consensus  of  the  physicians  of  Arizona  that  an 
early  start  must  be  made  on  the  establishment 
of  a medical  school. 

Paul  L.  Singer,  M.D. 

Secretary 


PROFESSIONAL  LIAISON 
COMMITTEE 

Allied  Professions Clyde  W.  Kurtz,  M.D. 

Careers  and 

Arizona  AMEF  . . . .Albert  G.  Wagoner,  M.D. 
Governmental  Medical 

Staffs William  G.  Payne,  M.D. 

Nurses  Delbert  L.  Secrist,  M.D. 

Public  and  School 

Health Hugh  H.  Smith,  M.D.  and 

Noel  G.  Smith,  M.D. 
Related  Non-Official  National 

Organizations Harold  J.  Rowe,  M.D. 

( former  Association  of  Physicians  and  Surgeons ) 
Woman’s  Auxiliary Ernest  A.  Born,  M.D. 

SUBCOMMITTEE  REPORTS 
Allied  Professions 

Dr.  Frissell  presented  two  items  referred  by 
the  Board  of  Directors  of  the  Association  for 
study  and  report:  (a)  “Statement  of  Policy  of 
the  American  Academy  of  Orthopaedic  Surgeons 
on  the  Practice  of  Podiatry  in  Hospitals,”  en- 
closed with  letter  dated  May  15,  1961,  signed 
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by  Clinton  L.  Compere,  M.D.,  for  the  Executive 
Committee  of  AAOS;  and  (b)  “Resolution  on 
Allied  Health  Professions  and  Services  in  Hos- 
pitals,” forwarded  by  letter  of  AAOS  dated  June 
8,  1961,  signed  by  Francis  E.  West,  M.D.,  Chair- 
man, Committee  on  Podiatry.  It  is  intended  to 
introduce  this  resolution  in  the  House  of  Dele- 
gates of  the  American  Medical  Association  dur- 
ing the  forthcoming  June  annual  meeting. 

It  was  directed  that  this  subcommittee  give 
thought  to  the  contents  of  these  two  communi- 
cations and  submit  its  comments  and/or  recom- 
mendations at  the  next  meeting  of  the  committee. 
The  chairman  will  be  informed  of  any  action 
taken  by  AMA  immediately  following  the  annual 
meeting  of  its  House  of  Delegates. 

Careers  and  Arizona  AMEF 

Doctor  Frissell  reported  that  a budget  of  one 
thousand  dollars  has  been  provided  for  the 
operation  of  this  committee  with  the  under- 
standing that  it  will  be  used  in  the  furtherance 
of  the  program  of  medical  careers  developed  and 
effected  on  the  high  school  and  college  levels  by 
Doctor  Wagner,  chairman  of  this  subcommittee. 

As  regards  Arizona  AMEF,  the  program  was 
reviewed,  past  experiences  outlined  and  reported 
that  the  House  of  Delegates  again  authorized 
$10.00  out  of  the  1962  dues  of  the  Association 
as  a donation  toward  the  American  Medical  Edu- 
cation Foundation  fund. 

Governmental  Medical  Staffs 

Doctor  Payne  advised  that  he  was  not  in 
position  to  report,  at  this  meeting,  the  results 
of  his  survey  of  governmental  facilities  in  this 
state,  dealing  with  availability  of  medical  serv- 
ices or  need  for  the  establishment  of  medical 
advisory  groups  in  cooperation  with  the  opera- 
tion of  certain  of  the  installations.  This  project 
was  commenced  during  the  past  fiscal  year  and 
he  promised  to  submit  his  report  at  the  next 
meeting. 

Nurses 

Doctor  Frissell  advised  that  he  knew  of  no 
particular  unfinished  business  within  this  cate- 
gory; however,  the  need  for  continuing  liaison 
among  the  groups  of  registered  nurses  and  li- 
censed practical  nurses,  is  recognized. 

Public  and  School  Health 

Doctor  Noel  Smith  summarized  some  of  the 
activities  dealing  with  school  health  which  as- 
signment he  assumed  during  the  past  fiscal 
year.  Of  primary  importance  and  for  considera- 


tion at  this  time  is  the  matter  of  “school  health 
consultants.”  A survey  was  previously  conducted 
and  approximately  219  respondents  indicated  in- 
terest in  school  health  programs. 

Doctor  Hugh  Smith  reported  that  it  had  been 
ascertained,  the  objective  of  Doctor  William  H. 
Harris  of  the  Health  Education  Department  of 
the  University  of  Arizona  was  to  solicit  and 
obtain  financial  assistance  from  this  Association 
to  permit  payment  of  expenses  of  W.  W.  Bauer, 
M.D.,  Director  of  the  Department  of  Health 
Education  of  the  American  Medical  Association, 
whose  services  were  being  sought  in  scheduling 
his  participation  in  a proposed  health  education 
program  being  offered  in  the  primary  and 
secondary  schools.  Apparently,  available  funds 
for  such  purpose  were  not  available  on  the  Na- 
tional AMA  level. 

Doctor  Frissell  stated  that  considerable  con- 
cern arose  during  the  past  fiscal  year  referable 
to  the  desirability  of  continuing  a three-hour 
course  on  public  health  currently  requisite, 
among  other  things,  of  teachers  seeking  certifi- 
cation. It  has  not  been  eliminated  to  date;  how- 
ever, it  is  anticipated  there  will  be  further  dis- 
cussion in  this  regard  in  the  months  ahead. 

It  was  reported  that  Noel  G.  Smith,  M.D.,  a 
member  of  this  committee,  had  been  appointed 
to  serve  as  representative  of  the  Arizona  Medical 
Association  on  the  State  Advisory  Committee  for 
School  Health.  This  activity  was  created  in  the 
Spring  of  1959  and  Doctor  Noel  Smith  has  just 
completed  one  year  of  effective  service  in  this 
capacity. 

Doctor  Hugh  Smith  reported  that  Doctor  Loyd 
S.  Earner  assumed  the  position  and  responsibili- 
ties associate  therewith  of  Commissioner  of  the 
Arizona  State  Department  of  Public  Health.  He 
comes  from  the  State  of  M^ishington,  is  approxi- 
mately 52  years  of  age,  and  is  reported  to  have 
had  considerable  experience  in  the  field  of  pub- 
lic health,  especially  as  pertains  to  tuberculosis 
control.  There  is  every  indication  that  the  Com- 
missioner will  receive  the  full  cooperation  of  the 
doctors  of  medicine  of  this  state  and  especially 
the  assistance  of  this  subcommittee. 

Related  Non-Official  National  Org,a)iizations 

Doctor  Noel  G.  Smith  turned  o\cr  to  Do  '■or 
Harold  j.  Rowe,  designated  chairman  o'  ■ 
subcommittee,  the  file  folder  dealing  wit  i i:i 
activities  of  the  former  subcommittee  on  A,, 
sociation  of  Physicians  and  Surgeons.  Contained 
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therein,  and  the  only  known  item  of  unfinished 
business,  is  a letter  signed  by  L.  D.  Sprague, 
M.D.  (former  subcommittee  chairman),  dated 
February  27,  1961,  pertaining  to  scholarship 
funds  provided  by  The  National  Foundation. 
Apparently,  under  this  program,  Arizona  would 
have  the  opportunity  for  a health  scholarship  for 
one  medical  student,  should  he  be  able  to  qual- 
ify. It  is  expected  Doctor  Rowe  will  have  com- 
ment and  report  thereon  for  submission  at  the 
next  meeting  of  this  Committee. 

COMMUNICATIONS 
Executive  Committee  Actions 

Reported  were  the  actions  of  the  Executive 
Committee  of  the  Board  of  Directors  of  this 
Association  in  meeting  held  April  23,  1961, 
dealing  with:  (a)  physicians  telephone  calls  to 
druggists  to  fill  “Class  A”  narcotic  prescriptions, 
wherein  it  is  requested  that  this  committee  pre- 
pare a proper  article  for  presentation  to  and 
publication  in  Arizona  Medicine;  (b)  request 
for  $1,000  to  finance  the  activity  of  the  Sub- 
eommittee  on  Careers  for  the  purchase  of  a 
film,  display  materials,  brochures,  etc.,  and  to 
provide  personnel,  as  required,  to  administer 
this  contemplated  program,  postage  and  supplies 
through  the  Central  Office,  which  monies  were 
appropriated;  and  (e)  reeommend  establishment 
of  policy  appointing  the  Chairman  of  the  Sub- 
committee on  Public  and  School  Health  a mem- 
ber of  the  Legislative  Committee  of  the  Associa- 
tion, in  the  light  of  the  many  problems  con- 
cerning it  dealing  with  legislation,  which  was 
referred  to  the  incoming  President,  and  it  was 
reported  Doctor  Frissell  had  been  so  designated. 

Arizona  Association  of  Nursing  Homes 

The  Executive  Committee  of  the  Board  of 
Directors  in  meeting  held  Alay  21,  1961,  on 
request  of  the  Arizona  Association  of  Nursing 
Homes,  Inc.,  designated  Doctor  Kenneth  E. 
Johnson  of  Phoenix  to  serve  it  in  an  advisory 
capacity,  as  a representative  of  this  Associa- 
tion. It  was  further  recommended  that  a similar 
appointment  be  made  designating  a member 
doctor  of  medicine  from  the  Tucson  area,  the 
second  largest  locality  wherein  a sizeable  num- 
ber of  nursing  homes  are  in  operation.  It  is  antici- 
pated this  matter  will  be  considered  by  the  Board 
of  Directors  for  its  approval  in  due  course. 

Paul  L.  Singer,  M.D. 

Secretary 


POST-EZE  SYSTEMS  ARE  ^ 
AVAILABLE  FOR; 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


^ PDSTSSl^  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 


To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 


CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  - LITHOGRAPHY  - ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  • Wickenburg 
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Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  .in  both 
forms  of  Bayer  Aspirin.  ® 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- grain  flavored 
tablets  — Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


ASWRih 

^HiUJREN 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY,  NEW  YORK  18.  N.  Y. 


«OiV 


when  your  patient  needs 
a potent  steroid . . . simplified  control 
of  subacute  or  chronic  disease. . . 


TRIAMCINOLONE 


Diacetate  Parenteral  Suspension  Lederle 


highly  effective  repository  action  with  single, 
or  infrequent,  I.M.  injections 


Single  I.M.  doses  of  ARISTOCORT  FORTE  4 to  7 times  the  usual  daily  oral 


dose  can  control  symptoms  4 to  7 days,  or  even  longer  — sometimes  up  to  4 weeks 
in  responsive  conditions. . . . Total  amount  of  steroid  required  is 
often  less  than  with  oral  forms.  Thus,  steroid  side  effects  are 
minimized.  Another  advantage  of  ARISTOCORT  FORTE : may 
be  given  through  a small-gauge  needle,  causing  the  patient  no 
discomfort . . . plus  the  special  advantages  of  triamcinolone. 


INDICATIONS:  Asthma  and  other  allergies,  including  allergic  rhinitis, 
hay  fever,  drug  reactions ; dermatoses,  including  psoriasis,  poison  ivy, 
urticaria,  atopic  eczema,  pruritus ; rheumatoid  arthritis  and  other 
musculoskeletal  conditions. 

ARISTOCORT  FORTE  Parenteral  — a suspension  of  40  mg./cc.  of 
triamcinolone  diacetate  micronized  in:  polysorbate  80  USP  . . . 0.20%; 
polyethylene  glycol  4,000  USP  . . . 3%  ; sodium  chloride  . . . 0.85%; 

benzyl  alcohol . . . 0.90%  ; water  for  injection  q.s 100% ; 

hydrochloric  acid  to  approx.  pH  6. 

Not  For  Intravenous  Use 

Request  complete  information  on  indications,  dosage,  precautions  and 
contraindications  from  your  Lederle  representative,  or  write  to 
Medical  Advisory  Department. 


LEDEELE  LABORATORIES 

A Division  pf  AMERICAN  CYANAMID  COMPANY,  Poavl  River,  New  York 


18A 


Arizona  AIedicine 


September,  1961 


Introducing  1^0 A T^~Fj 


A new  njiinc  in  Pharmaceuticals 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animat  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  faithfully. 


PHILIPS  ROXANE,  INC. 


COLUMBUS.  OHIO 


PROGRESS  IN  RESEARCH  FOR  MEDICINE 
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Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because. . . it  contains  Fungizojie,  the  antifungal  antibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 


Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections  — as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  rag./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

‘Mysteclin’®,  ‘Sumycin’®  and  ‘Fungizone’®  are  Squibb  trademarks. 


Mysteclin-F 


For  full  information, 
nee  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb  Phosphate-Potentiated  Tetracycline  (sumycin)  plus  Amphotericin  D (funcczone) 


Squibb 


Squibb  Qiialily  — 
the  Priceless  Ingredient 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
nasal  decongestant  / expectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  m effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5 mg.'i 

(Warning;  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.J 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDO  LABORATORIES 

In  . : Richmond  Hill  18,  New  York 


Perhaps  you  have  hesitated  to  prescribe  the 
benefits  of  a topical  steroid  because  of  con- 
cern about  eifectiveness  or  high  cost. 

Perhaps  you  have  felt  that  the  usual  packag- 
ing of  topical  steroids  provides  inadequate, 
uneconomical  quantities  to  suffice  for  a com- 
plete course  of  treatment. 

If  any  of  these  considerations  reflects  your 
thinking,  we  believe  you  will  be  interested  to 
learn  that  a truly  effective  and  reasonably 
priced  topical  steroid  now  is  available  for 
your  patients  with  dermatologic  disorders . . . 
Diloderm'^'^  Cream  (brand  of  dichlorisone 
acetate). 

As  to  effectiveness,  here  is  what  a recent  re- 
port* stated  on  the  use  of  Diloderm  in  53 
cases  of  poison  ivy  dermatitis:  “A  satisfac- 
tory response... was  seen  in  all  cases.  There 
were  no  cases  of  primary  irritation  or  other 
side  effects ” 

As  a matter  of  /act.. .you  will  find  not  only 
that  Diloderm  Cream  is  exceptionally  bene- 
ficial in  a wide  variety  of  dermatoses  respon- 
sive to  topical  steroids,  but  also  that  it  costs 
less  in  most  instances  than  generic  hydro- 
cortisone creams.  In  addition,  Diloderm  af- 
fords even  greater  savings  over  other  topical 
steroids.  Actually,  the  15  Gm.  tube  of 
Diloderm  Cream  costs  less  than  virtually  all 
all  other  topical  steroid  preparations  now 
prescribed. 

As  a matter  of  economy ..  .the  15  Gm.  tube  of 
Diloderm  is  ideally  suited  for  the  treatment 
of  large  skin  areas  or  extensive  lesions.  It 
covers  more  with  less  waste;  it  provides  three 
times  as  much  medication  for  only  slightly 
more  than  double  the  cost  of  a small  5 Gm, 
tube  of  unbranded  hydrocortisone. 

We  believe  your  patients  with  dermatoses 
will  appreciate  the  significant  savings 
Diloderm  Cream  affords,  and  that  you,  too, 
will  agree ...  Diloderm  in  the  15  Gm.  tube  is 
effective,  economical  in  price,  and  even  more 
economical  in  use. 

Also  available:  Diloderm  Cream,  5 Gm.  tube;  Neo- 
Diloderm®  Cream  0.25%,  5 and  15  Gm.  tubes  ; Diloderm 
and  Neo-Diloderm  Foam,  10  Gm.  dispensers;  Diloderm 
and  Neo-Diloderm  Aerosols,  50  Gm.  containers. 

*Gant,  J.  Q.,  Jr. : M.  Ann.  District  of  Cobimbia  30  :267, 
1961. 


If 

concern  about 
effectiveness  or 
high  cost  has 
kept  you  from 
prescribing 
any  topical 
steroid,, » 

THESE  FACTS 
MAY  CHANGE 
YOUR  MIND 


For  complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative 
or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  New  Jersey. 
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How  to  use 

Trancopak 

Brand  of  chlormezanone  m 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 


H'aneopal 


for 

painful  muscles 

When  a muscle  is  strained,  it 
goes  into  a spasm  that  produces 
pain;  this  is  followed  by  more 
spasm  for  splinting,  and  then 
more  pain. 

When  you  prescribe  Tranco- 
pal,  you  break  this  vicious  cycle 
and  relieve  the  patient’s  dis- 
comfort. Trancopal  will  ease 
the  spasm  and  consequently  the 
pain,  and  its  mild  tranquilizing 
effect  will  make  the  patient  less 
restless.  You  can  then  start  him 
on  purposeful  exercise  or  phy- 
sical therapy. 

In  addition  to  its  usefulness 
in  syndromes  resulting  from 
overstraining  (such  as  low  back 
pain  or  tennis  elbow),  Tranco- 
pal will  relax  the  spasm  and 
pain  that  are  features  of  torti- 
collis, bursitis,  fibrositis,  myo- 
sitis, ankle  sprain,  osteoarthri- 
tis, rheumatoid  arthritis,  disc 
syndrome  and  postoperative 
muscle  spasm.  Trancopal  is 
available  in  200  mg.  Caplets® 
( green  colored,  scored ) and  in 
100  mg.  Caplets  (peach  col- 
ored, scored ) , bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200 
mg. ) three  or  four  times  daily; 
children  (5  to  12  years),  from 
50  to  100  mg.  three  or  four 
times  daily. 


LABORATORIES 

New  York  18.N.Y. 
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THESE  23,000 
PEOPLE  m 
ARIZONA  NEEO 
MEOICAL  HELP 


Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Arizona  there  are  at  least  23,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  SACK; 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 


During  and  after  an  acute  alcoholic  episode.  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 

LABORATORIES 


LIBRIUM®  Hydrochloride  — 7•chlo^o•2-mcthylannlno- 
5•phenyl•3H•l,4•ben2odla2epine  4*oxide  hydrochloride 

Division  of  Hoffmann-La  Roche  Inc. 
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Zentron 


• comprehenshe  liquid  hematinic 


corrects  iron  deficiency  • restores  healthy  appetite  • helps  promote  normal  growth 

* underweight,  easily  fatigued,  anorexic — because  of  mild  anemia 


Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride  (Vitamin  Bi)  . . . 1 mg. 

Riboflavin  (Vitamin  Bj) 1 nig. 

Pyridoxine  Hydrochloride  (Vitamin  Be)  . . 0.5  mg. 

Vitamin  B12  Crystalline 5 meg. 

Pantothenic  Acid  (as  d-Panlhenol)  ....  1 mg. 

Nicotinamide 5 mg. 


Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 

Usual  dosage:  Infants  and  children  — 1/2  to 
1 teaspoonful  (preferably  at  mealtime) 
one  to  three  times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably 
at  mealtime)  three  times  daily. 

Zentroni*  (iron,  vitamin  B complex,  and  vitamin 
C,  Lilly)  119349 


Original  Articles 


Chemotheraphy  of 
Hormone-Producing  Tumors 
of  Trophoblastic  and  Adrenal  Origin 

Roy  Hertz,  M.D. 


; Ohm'ruifions  in  fhn  clirmothrrfiinj  of  rlnmo-vtiuAnunui  and  n luted  tropho- 

T blastic  tumors  with  Methottexnlc  imd  Vinrrdenkohlnstinr:  anti  earnnoma  of  the 
adrenal  coitrx  icitfi  ortho  para  jniine  DPI).  Approxiinatuhj  4S’.!  tomplrte  re- 
. mission>i  in  the  trophohlaf,lic  twnurs. 


ONE  OF  the  most  urgent  needs  in  the  field 
of  clinical  cancer  chemotherapy  is  the  develop- 
ment of  quantitative  criteria  of  therapeutic  re- 
sponse. Accordingly,  we  have  concentrated  our 
chemotherapeutic  efforts  upon  certain  hormone- 
producing  tumors  whose  hormonal  output  can 
be  quantitatively  assessed  by  reliable  laboratory 
methods. 

Another  point  of  departure  for  our  studies  has 
been  in  each  instance  the  prior  availability  of 
biological  data  indicating  that  the  chemical 
agents  we  have  employed  may  have  been  ex- 
pected to  exert  more  or  less  selective  destruction 
of  tumor  cells  arising  in  the  specific  organs  or 

Read  before  the  Ninth  Annual  Cancer  Seminar,  Arizona  Divi- 
sion, American  Cancer  Society,  Tucson,  January  12,  1961. 

Endocrinology  Branch,  National  Cancer  Institute,  Bethesda, 
Maryland. 


tissues  involved. 

Accordingly,  I wish  to  report  to  you  in  a 
somewhat  cursory  manner  the  main  features  of 
our  observations  in  the  chemotherapy  of:  (a) 
choriocarcinoma  and  related  trophoblastic  tumors 
with  Methotrexate*  and  Vincaleukoblastine** 
and  (b)  carcinoma  of  the  adrenal  cortex  with 
ortho  para  prime  DDDf . 

With  respect  to  choriocarcinoma,  we  have  pre- 
viously reported  the  details  of  our  therapeutic 
regimen  with  Methotrexate  and  Vincaleukoblas- 
tine and  our  criteria  for  evaluation  of  the  results 
obtained  (8,8a, 8b).  In  the  main,  we  have  relied 
on  the  quantitative  determination  of  the  gomt 

“Methotrexate  (-1-amiuo-N'"  methyl  ptcro>lgIutamic  ac', 

‘’“Vincaleukoblastine,  an  indole-indoline  alkaloid  deri'  oin 

the  plant.  Vinca  rosea. 

Jo,p‘  DDD  (2,2-bis(2-chlorophcnyl-4-ehlorophenyl)- 1 i , i,  - 
oethane). 
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dotropin  excretion  as  a specific  indicator  of  the 
state  of  the  tumor  and  its  response  to  therapy. 
In  addition,  all  of  the  more  widely  employed 
criteria  of  clinical  and  radiological  evaluation 
have  been  applied. 

We  have  thus  far  treated  63  women  with  his- 
tologically proven  metastatic  trophoblastic  dis- 
ease. Since  the  histological  classification  of  this 
family  of  tumor-processes  is  widely  considered 
to  have  significant  prognostic  implications,  we 
have  exercised  every  effort  to  fully  analyze  our 
material  from  a histopathological  point  of  view. 
Table  I indicates  the  several  pathological  diag- 
noses applicable  to  the  cases  we  have  studied. 

TABLE  I 

HISTOLOGICAL  DIAGNOSIS  IN  63  PATIENTS 
('55-'60) 


Choriocarcinoma  44 

Chorioadenoma  Destruens  10 

Hydatid  Mole  5 

Trophoblastic  Tissue  with  Decidua  1 

Decidual  Reaction  2 

Hydatid  Villi 1 


63 


However,  from  a clinical  point  of  view  no 
case  was  admitted  to  the  study  without  objective- 
ly demonstrable  evidence  of  persistent  metastatic 
trophoblastic  disease.  Thus,  Table  II  lists  some 
of  the  salient  clinical  features  of  the  patients 
admitted  to  this  study.  It  may  be  noted  that, 
for  the  most  part,  these  individuals  presented 
advanced  disease  states. 

TABLE  II 


Clinical  Status  on  Admission  63  Cases 


Gravely  111 48 

Pulmonary  Metastases  51 

Intracranial  Metastases  9 

Vaginal  Metastases  12 

Pelvic  Mass  28 

Ureteral  Obstruction 9 

Prior  Hysterectomy 41 


We  have  observed  several  patterns  of  response 
to  our  regimen  of  intensive,  intermittent  therapy 
with  Methotrexate,  supplemented  in  some  cases 
with  Vincaleukoblastine.  The  most  favorable  of 
these  we  have  termed:  “complete  remission.”  By 
this  we  mean  that  the  patient  shows  no  evidence 
of  any  residual  disease  by  physical,  radiological. 


clinical  and  hormonal  criteria.  Figures  1 and  2 
present  hormonal  as  well  as  radiological  data 
from  2 such  cases.  We  have  now  seen  such  com- 
plete responses  in  30  of  our  patients.  Table  3 
indicates  the  duration  of  these  remissions. 
Twenty-five  of  these  complete  remissions  have 
lasted  for  a year  or  more,  the  longest  now  being 
5 years  in  duration. 


TABLE  III 

DURATION  AND  FREQUENCY  OF  COMPLETE 
REMISSIONS  (11-1-60) 


Number 

Treated 

No 

Disease 

SVz  to  5 years 

4 

3 (75%) 

2%  to  31/2  years 

25 

10  (40%) 

IV2  to  2 1/2  years  .' 

41 

20  (49%) 

3 months  to  1 V2  years  . . . 

63 

30  (48%) 

A less  favorable  pattern  of  response  has  been 
observed  in  25  cases.  This  consists  of  an  initial 
response  as  evidenced  by  a substantial  drop  in 
gonadotropin  titer,  regression  of  pelvic  and  pul- 
monary metastases,  cessation  of  vaginal  bleeding 
or  hemoptysis  and  general  improvement  in  the 
patient’s  clinical  status.  However,  varying  de- 
grees of  persistent  disease  are  manifested  by 
physical  and  x-ray  findings  and  most  notably  by 
continued  excretion  of  abnormal  although  sub- 
stantially reduced  amounts  of  gonadotropin.  In 
many  cases  this  latter  feature  is  the  only  remain- 
ing evidence  of  peristent  disease.  After  varying 
periods  of  time,  ranging  from  1 to  20  months, 
the  hormone  titer  begins  to  rise  and  soon  other 
manifestations  of  recrudescent  disease  are  noted. 
Progressive  deterioration  of  the  patient’s  clinical 
status  ensues.  She  subsequently  expires  with  ad- 
vancing disease  despite  continued  attempts  at 
therapy  with  Methotrexate  and  other  oncolytic 
agents. 

Only  one  patient  in  our  entire  series  has  thus 
far  failed  to  show  an  initial  response.  The  re- 
maining 7 patients  not  already  alluded  to  are 
at  present  in  incomplete  remission  but  it  is  at 
this  point  not  possible  to  anticipate  the  nature 
of  their  final  response. 

These  observations  must  be  interpreted  in  the 
light  of  what  is  known  about  the  natural  history 
of  metastatic  trophoblastic  disease  in  women. 
Occasional  spontaneous  remissions  of  metastatic 
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R.B.  CHORIOCARCINOMA 
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Fig.  I— Radiologic  and  hormonal  response  in  patients  with  chorio 
carcinoma.  Vertical  arrows  indicate  courses  of  Methotrexate. 
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Fig.  2— Radiologic  and  hormonal  response  in  patient  with  tropho 
hlastic  nodule.  3'ertical  arrows  indicate  courses  ol  Methotrexate. 
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disease  have  been  documented  ( 18,4)-  However, 
the  striking  uniformity  and  consistency  of  the 
initial  responses  we  have  obtained  in  this  ex- 
tended series  of  advanced  cases  clearly  indicates 
a casual  relationship  between  the  clinical  course 
observed  and  the  therapy  employed. 

That  complete  remissions  should  have  been 
obtained  in  these  patients  may  be  attributable 
to  the  special  nature  of  the  host-tumor  relation- 
ship in  the  case  of  women  with  choriocarcinoma. 
In  actuality,  the  tumor  is  derived  from  fetal 
tissue  and  hence  represents  an  external  invader 
of  the  maternal  organisms.  It  may  be  this  un- 
usual aspect  of  the  host-tumor  relationship  which 
renders  this  malignancy  uniquely  susceptible  to 
eradication  or  suppression  by  chemotherapy. 

In  the  remaining  time  available  I should  like 
to  turn  to  our  observations  on  cancers  arising 
in  the  adrenal  cortex  in  man.  These  relatively 
rare  tumors  produce  a highly  characteristic 
clinical  picture  reflecting  their  excessive  produc- 
tion of  adrenocortical  hormones.  This  consists 
of  virilization,  hypertension,  diabetes,  psychotic 
manifestations,  acne,  plethora,  and  obesity  which 
involves  the  face  and  trunk  but  not  the  extremi- 
ties. Moreover,  the  excessive  hormone  production 
may  be  measured  in  both  blood  and  urine  by 
highly  specific  and  precise  chemical  methods, 
thus  providing  a quantitative  indicator  of  tumor 
response  to  therapy. 

Meanwhile,  during  the  past  decade  there  have 
been  developed  nonhormonal  agents  capable  of 
depressing  adrenocortical  function  by  2 com- 
pletely different  mechanisms.  It  is  significant 
that  the  initial  impetus  toward  the  development 
of  both  types  of  compounds  came,  not  from  any 
chromatographic  revelations,  but  rather  from 
careful  analysis  and  interpretation  of  the  specific 
effects  of  these  respective  substances  upon  the 
morphology  of  the  adrenal  cortex.  Thus,  the  ca- 
pacity of  the  Amphenone-type  of  compound 
(Fig.  3)  to  block  the  biosynthesis  of  adrenocor- 
tical steroids  was  first  suggested  by  the  remark- 
able accumulation  of  lipid  noted  in  the  en- 
larged, yellowish  adrenal  of  the  Amphenone- 
treated  rat  (Fig.  4)  (7,12,13).  Such  an  interpre- 
tation of  these  histological  features  were  initially 
encouraged  by  the  concomitant  finding  that 
Amphenone  also  induced  a goitrous  enlargement 


I 

NH2 


AMPHENONE 

[3,3-di  (p-aminophenyl)-butanone-2] 

Fig.  3— Formula  for  Amphenone. 

of  the  thyroid,  an  effect  known  to  block  thyroid 
hormone  synthesis  in  the  rat.  However,  it  was 
soon  demonstrated  that  the  goitrogenic  effect  of 
Amphenone  could  be  prevented  by  thyroxine 
without  impairing  the  adrenal  effect  and  con- 
versely the  adrenal  effect  could  be  prevented 
by  cortisone  without  altering  the  goitrogenie 
effect.  Hence,  we  were  led  to  consider  the  lipid- 
laden and  presumably  bloeked  adrenal  of  the 
Amphenone-treated  rat  as  an  “adrenal  goitre.” 

Stimulated  by  these  purely  morphological  in- 
ferences we  pursued  further  quantitative  studies 
in  collaboration  with  Drs.  Nelson  and  Hume  on 
the  adrenal  vein  blood  of  the  Amphenone-treated 
dog  and  my  prior  interpretation  of  the  morpho- 


Fig.  4— Lipoid  in  rats  adrenal  with  Amphenone  as  compared  with 
normal  control. 
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logical  studies  in  the  rat  were  substantiated  and 
extended  ( 13).  There  then  followed  our  elinieal 
studies  demonstrating  the  capacity  of  Amphe- 
none  to  suppress  glueocortieoid  biosynthesis  in 
both  the  normal  and  neoplastic  adrenal  of 
man  (10,11,19). 

Similarly,  the  morphological  studies  of  Nelson 
and  Woodard  (14)  demonstrated  the  seleetive 
toxic  destruction  of  the  adrenal  cortex  in  the 
dog  resulting  from  chronic  ingestion  of  DDD. 
The  implications  of  these  histologieal  studies  for 
adrenal  function  were  in  this  instance  quite 
obvious  and  direct  and  there  naturally  followed 
numerous  attempts  to  utilize  such  drug-induced 


impairment  of  adrenal  function  in  animals  and 
man  (15,16,20-22). 

Subsequent  pharmacological  analysis  of  the 
multiple  isomers  later  identified  in  crude  tech- 
nical DDD  led  to  an  appreciation  of  the  rela- 
tively high  poteney  of  ortho  para  prime  DDD  as 
an  adrenolytic  agent  ( 17,5,6). 

Through  the  personal  courtesy  of  Dr.  J.  H.  U. 
Brown  we  obtained  our  initial  supply  of  o,p’ 
DDD.  He  also  advised  us  that  he  and  his  elinieal 
colleagues  had  found  it  neeessary  to  advance 
the  daily  oral  dose  of  this  agent  to  10  grams 
daily  in  order  to  significantly  interfere  with 


DAYS 

Fig.  5— Steroid  excretion  pattern  in  relation  to  o,p’  DDD  therapy. 


ACTH  response  in  eucorticoid  subjects  (Brown, 
personal  communication).  With  this  valuable 
material  and  guidance  our  group  then  undertook 
an  extended  study  of  the  potential  therapeutic 
effects  of  o,p’  DDD  in  patients  with  metastatic 
adrenal  cancer  and  we  have  previously  reported 
some  of  the  initial  phases  of  these  investiga- 
tions ( 2,3 ) . 

Without  burdening  you  with  undue  clinical 
and  experimental  details  which  are  reported  else- 
where(l),  1 should  like  to  summarize  for  you 
the  current  status  of  these  studies. 

We  have  thus  far  studied  18  patients  with  ad- 
vanced metastatic  adrenal  carcinoma  who  have 
been  treated  with  up  to  10  grams  daily  of  orally 
administered  o,p’  DDD  for  periods  ranging  from 


2 to  18  months,  the  daily  dosage  having  been 
adjusted  or  interrupted  according  to  tolerance. 
Frequent  determinations  of  17-hydroxycorticoid 
and  17-ketosteroid  excretion  as  well  as  plasma 
corticoid  levels  were  made  before  and  during 
therapy  and  in  many  cases  during  intervals  off 
therapy.  In  addition,  radiological  and  clinical 
measurement  of  available  metastatic  lesions  were 
periodically  recorded.  Comprehensive  studies 
were  also  directed  toward  an  evaluation  of  pos- 
sible toxic  effects  upon  hepatic,  renal,  neuro- 
logical and  hematopoietic  function. 

Table  4 indicates  the  metastatic  sites  and  liu- 
salient  clinical  features  in  each  case.  It  will  br 
noted  that  17  of  the  18  cases  had  elcwat('d  sfemid 
excretion  levels,  and  the  same  uumbt'r  h al  casib' 
measurable  mctastascs. 
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TABLE  IV 

STATUS  OF  PATIENTS 


Patient 

Age 

yrs. 

Sex 

Average 

17-ks 

Initial 

I7-OH 

Virilization 

Cushing's 

syndrome 

Site  of 
metastases 

Fox  (A) 

56 

F 

250 

25 

+ 

+ 

LA 

Fox  (B) 

57 

F 

35 

12 

+ 

+ 

LA 

Str 

57 

F 

50 

15 

+ 

+ 

L 

Vei  (A) 

33 

F 

60 

30 

-k 

+ 

A 

Vei  (B) 

34 

F 

90 

20 

+ 

4- 

A 

Sher 

36 

F 

60 

70 

+ 

+ 

A 

Nir 

55 

F 

30 

10 

+ 

A 

Sher 

38 

F 

600 

170 

+ 

+ 

A 

Mai 

38 

F 

50 

12 

+ 

+ 

LA 

loz 

11 

F 

40 

170 

+ 

+ 

LA 

Fis 

58 

F 

162 

30 

+ 

A 

Hit 

36 

F 

60 

23 

+ 

+ 

A 

Hop 

1V2 

M 

150 

1 

+ 

A 

Sch 

7 

M 

30 

5 

4- 

L 

Ale 

9 

M 

80 

3 

+ 

A 

Horn 

52 

M 

25 

8 

LA 

Vic 

59 

M 

14 

6 

A 

Smi 

56 

M 

no 

20 

A 

Cla 

51 

F 

22 

8 

L 

Ric 

50 

F 

no 

45 

+ 

+ 

LA 

A brief  summary  of  a few  illustrative  cases  will 
convey  the  nature  of  the  response  that  we  have 
observed  (Fig.  5).  This  patient  had  recru- 
descence of  hyperadrenocorticism  following  prior 
surgery  and  radiation.  She  received  800  grams 


of  o,p’  DDD  during  a SVz  month  period  and  ex- 
hibited subsidence  of  all  of  the  features  of  hyper- 
adrenocorticism associated  with  marked  reduc- 
tion in  steroid  excretion,  resumption  of  menses, 
unequivocal  regression  of  a large  abdominal 


Fig.  6— Regression  of  pulmonary  nietastases  in  response  to  o.p’  DDD  therapy  (left:  before;  right:  after). 
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TABLE  V 

SUMMARY  OF  DRUG  TOXICITY 
Type  of  Reaction  No.  of  Patients 

Gastro-intestinal 

Severe  3 

Moderate  7 

Mild  8 

Skin  Rash  4 

Central  Depression 

Severe  3 

Mild  5 

Muscular  Tremors  2 


mass  and  of  radiologically  demonstrable  pul- 
monary metastases  (Fig.  6)  as  well  as  general 
elinical  rehabilitation.  She  sustained  this  remis- 
sion for  5 months  and  was  off  therapy  during 
the  last  3 months  of  this  initial  remission.  Her 
steroid  exeretion  then  gradually  rose  and  she 
again  reeeived  180  grams  of  o,p’  DDD  with 
further  therapy  during  the  ensuing  6 months  and 
then  returned  with  marked  hyperadrenoeortieism 
and  reerudeseenee  of  her  pulmonary  lesions.  She 
again  responded  to  500  grams  of  o,p’  DDD  with 
reduetion  in  steroid  exeretion  and  further  re- 
gression of  pulmonary  metastases.  However, 
hypertension  and  renal  impairment  persisted  and 
she  developed  septicemia,  pulmonary  edema  and 
died.  Autopsy  revealed  massive  necrosis  of  large 
abdominal  metastases. 

We  have  represented  in  Fig.  7 the  steroid 
excretion  data  in  the  case  of  a 7-year-old  boy 
who  showed  a prompt  response  to  therapy  in 
terms  of  reduced  steroid  excretion  and  regression 
of  a previously,  rapidly  advancing  pulmonary 
metastasis  (Fig.  8).  He  sustained  this  regression 


Fig.  7— Steroid  exeretion  pattern  in  7-year-oId  boy. 

on  intermittent  therapy  for  7 months  and  is  cur- 
rently under  a second  course  of  treatment  at  in- 
creased dosage  in  another  attempt  to  gain  further 
suppression.  Nevertheless,  he  has  remained 
totally  asymptomatic  throughout  this  time. 

The  following  figures  (Figs.  9 and  10)  offer 
additional  examples  of  steroid  suppression  as- 
sociated with  tumor  response. 

Functional  and  histological  studies  of  the  re- 
maining adrenal  of  o,p’  DDD-treated  patients 
reflected  the  profound  damaging  effect  of  the 
drug  on  the  normal  adrenal  cortex  (Fig.  11). 
It  is  noteworthy  that  all  zones  are  similarly 
affected  although  it  appears  that  the  glomerulosa 
is  less  sensitive  than  the  fasciculata  and  re- 
ticularis. 

Our  therapeutic  efforts  have  been  seriously 


Fig.  8— Regression  ot  pulnitmary  nu'lastasis  in  response  to  o.p'  DDO  llu'iapy  (riglil  am!  initldle:  helore:  after  R\h 
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hampered  by  the  multiple  though  not  always 
intolerable  toxic  affects  of  o,p’  DDD.  Table  V 
summarizes  these  untoward  responses  to  the 
drug.  It  is  noteworthy  that  no  evidence  of 
hepatic,  renal  or  marrow  toxicity  was  observed. 
The  gastro-intestinal  toxicity  frequently  proved 
surmountable  through  the  use  of  numerous  anti- 
nausea agents.  However,  the  effects  upon  the 
central  nervous  system,  mainly  lethargy  and 
somnolence,  frequently  made  it  necessary  to 
withdraw  o,p’  DDD.  These  undesirable  effects 
have  placed  very  substantial  limitations  on  the 
general  clinical  usefulness  of  this  agent. 


Nevertheless,  the  type  of  remission  seen  in 
this  group  of  patients  has  not  been  previoush’ 
reported  in  untreated  patients  and  was  not  ob- 
served in  a group  of  Amphenone-treated  patients 
whom  we  previously  studied  with  equal  care(9). 
We  may  therefore  conclude  that  notwithstanding 
the  practical  limitations  of  the  therapeutic  effects 
obtained,  the  course  of  adrenal  cancer  has  been 
substantially  modified  in  both  its  clinical  and 
biochemical  aspects  by  a specific  chemothera- 
peutic agent.  It  may  be  hoped  that  more  accep- 
able  agents  may  be  subsequently  developed. 
Moreover,  further  elucidation  of  the  mechanism 
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whereby  o,p’  DDD  produces  its  selective  effect 
upon  the  adrenal  cortex  may  provide  a basis  for 
the  derivation  of  additional  oncolytic  agents 
with  specific  affinity  for  tumors  of  other  sites. 


Fig.  II— Damaged  adrenal  in  o.p’  DDD-treated  patient. 


Moreover,  the  purely  morphological  nature  of 
the  initial  studies  which  ultimately  provided  us 
with  both  the  Amphenone-type  and  the  o.p’ 
DDD-type  of  adrenocortical  inhibitor  should 
provide  some  stimulation  for  further  observations 
of  this  nature. 


In  closing,  may  I express  the  hope  that  the 
foregoing  account  of  our  studies  on  hormone- 
producing  tumors  may  serve  to  emphasize  the 
unique  value  of  these  tumors  as  quantitative  in- 
dicators of  chemotherapeutic  response. 
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AMERICA,  TOO  YOUNG  TO  DIE 

RECOMMENDED: 

Major  Alexander  P.  de  Seversky’s  America,  Too  Young  To  Die  — A listing  in 
detail  of  the  fallacies,  blunders  and  bureaucratic  lethargy  that  he  believes  are 
responsible  for  carrying  America  to  the  verge  of  bankruptcy  intellectually,  fi- 
nancially, and  militarily  — through  misuse  of  superior  human  and  material 
resources  the  U.  S.  has  defaulted  to  the  Soviets. 

He  insists  the  American  people  must  take  the  reins  of  government  in  order 
to  survive  as  free  men.  We  have  been  hoodwinked,  lied  to  and  made  fools  of  by 
so  many  of  our  political  and  military  leaders  for  so  long  that  we  are  a second- 
rate  nation  whose  defense  is  still  dominated  by  minds  mired  in  the  trenches  of 
the  Argonne  Forests.  And  from  today  aerospace  will  be  the  supreme  expression 
of  military  power  — a fact  he  argues  pursuasively  and  with  authority. 
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MENTAL  CONTAGION 
The  Unobstrusive  Manipulation  of  the  Mind 

Joost  A.  M.  Meerioo,  M.D. 


Dr.  Meerioo  writes  authoritatively  about  a timely  subject.  Streiigth  of  character 
and  high  ideals  are  useless  defenses  against  propaganda  which  is  not  recognized 
as  propaganda.  In  the  flow  of  information  and  influence  perhaps  the  wrong 
filter  is  emphasized;  the  careful  judgment  of  incoming  impressions.  More  im- 
portant is  the  critical  pause  before  expression,  i.e.,  before  reacting  or  imitating. 
One  stands  when  the  national  anthem  is  played,  not  because  everyone  else  is 
rising  but  because  one  elects  consciously  and  (therefore)  willingly  to  show  respect. 


THE  MIND  of  man  is  never  isolated.  His 
feeling,  thinking  and  creating  are  bound  to 
mankind  by  a million  ties.  The  very  word  he 
speaks  was  taught  to  him,  the  theory  he  ex- 
pounds is  to  a certain  degree  a harmless  form 
of  plagiarism.  The  image  he  creates  is  com- 
posed of  numerous  images  received  and  per- 
ceived somewhere  in  his  past. 

The  inadvertent  pressure  on  man’s  senses  in- 
creases day  by  day,  not  only  because  of  the 
expansion  of  his  actual  environmental  world,  but 
also  through  the  elaborate  mechanized  forms  of 
communication,  through  press,  radio,  movies, 
television.  Nobody  can  pretend  any  more  to  be 
the  principal  originator  of  his  own  thinking.  In- 
advertently, he  is  enforced  to  absorb  a thousand- 
fold suggestions  and  explanations. 

Actually,  there  exists  an  elaborate  system  of 
selection  among  all  these  suggestions  from  out- 
side. There  is  affirmation,  denial,  or  critical  re- 
pudiation. We  cannot  merely  say  that  people 
are  the  sum  total  of  all  the  personal  contacts 
they  make,  or  a cross-section  of  the  imaginary 
heap  of  persuasions  which  they  gather  in  their 
“inner  society.”  We  could,  in  this  instance,  call 
man  the  sum  total  of  internalized  influences 
from  outside. 

Presented  at  Canielhack  Hospital,  Phoenix,  Arizona.  Deceinher 
20,  I960. 


As  a rule,  psychoanalysis  and  psychotherapy 
make  people  more  aware  of  the  various  persons 
they  inwardly  talk  to:  parents,  relatives,  friends, 
foes,  teachers,  idealized  leaders.  Most  of  these 
internal  communications  take  place  unobstru- 
sively  and  unconsciously. 

What  individual  man  is  able  to  do  with  the 
web  of  communication  around  him  and  within 
himself  determines  how  vulnerable  or  how 
strong,  he  will  become.  The  communicative  sys- 
tem within  him  — as  represented  by  his  nervous 
and  hormonal  systems  — may  act  in  a disturbed 
way,  or  the  web  of  communication  from  out- 
side may  be  inharmonious. 

In  a study  of  mental  infection  we  must  be 
aware  of  the  fact  that  conscious  and  intentional 
communication  is  often  not  as  effective  as  the 
unconscious,  so-called  “preverbal”  communica- 
tion. Those  people  who  are  able  to  gi\  e direc- 
tion and  emotional  content  to  other  people’s 
silent  moments  have  more  influence  than  those 
who  use  sophisticated  words. 

People  are  in  constant  ps\x'hic  exchange  \ Uli 
one  another  'on  \ arious  le\  els  of  awareness,  i 
every  personal  contact  it  is  not  ouK’  i:.. 
gnage  w'hich  transmits  feelings  and  tl'Ouglv;:.  ia  i 
the  greater  part  of  our  communication  is  ellect- 
ed  through  minute  clues  ol  which  peoiiK  usu- 
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ally  are  not  aware.  Public  opinion  engineers 
try  to  utilize  those  clues  and  may  even  adver- 
tise using  them  subliminally  so  as  to  bypass 
man’s  barriers  of  skepticism  and  criticism.  Ges- 
tures, tones,  sounds,  silences,  and  irritations  in 
response  to  special  words  often  have  a greater 
impact  than  words,  grammar  and  syntax.  In 
the  past  few  years,  psychiatry  has  paid  more 
attention  to  the  subject  of  non-verbal  communi- 
cation because  it  is  of  such  vital  importance  for 
the  understanding  of  schizophrenia.  Schizophre- 
nic patients  have  a marked  sensitivity  to  what  is 
going  on  mentally  in  other  individuals.  They 
respond  to  minute  clues  signaled  to  them  by 
others  (the  therapist  included)  while  ignoring 
overt  verbal  communication. 

In  every  one  an  innate  biological  signal  code 
exists,  also  called  “archaic  sign  code,”  which  has 
a tremendous  communicative  impact.  Archaic 
communication  may  be  defined  as  a rudimentary 
remnant  of  animal  signals,  originally  used  as  a 
warning  to  fellow  creatures  to  flee  or  hide.  In 
human  beings  these  signals  are  the  manifold 
signs  used  for  mood  conveyance  or  for  trans- 
mitting a state  of  general  alarm.  We  under- 
stand many  of  these  signs  to  be  remnants  of 
early  infantile,  or  even  intrauterine,  beha- 
vior (13).  A continual  appeal  for  help  may  be 
broadcast  through  various  bodily  symptoms.  A 
baby  may  express  an  appeal  for  more  coddling 
through  numerous  colds.  Itching,  may  be  a sig- 
nal that  some  inner  emotional  discharge  is  about 
to  begin.  It  may  indicate  a need  for  increased 
affection  or  constitute  a camouflage  for  sadistic 
fantasies. 

In  observing  these  primary  biologic  signs  we 
discover  the  following  rules:  The  more  a kumaji 
expression  approaches  an  archaic  form  of  com- 
munication, the  more  contagious  is  the  mean- 
ing it  conveys. 

Some  of  these  archaic  signs  are  appropriate 
adaptive  responses  of  the  fetus,  well  observed 
during  intrauterine  life,  such  as  active  rotation, 
flexion,  or  a stretching  of  the  body.  From  the 
eighth  intrauterine  week  on  the  embryonic  or- 
ganism lives  in  a total  rhythmic  behavior,  and 
reactive  and  protective  movements  are  noted(12). 
Most  probably  the  fetus  lives  in  a rhythmic 
sound-world  filled  with  auditive  impressions 
from  the  maternal  heart,  with  a mean  frequency 


of  70,  and  a different  rhythm  from  its  own  fetal 
heart  with  a mean  frequency  of  140  superim- 
posed upon  it.  The  fetus  is  observed  also  to 
react  to  sounds  from  the  outside  world  ( 19 ) . This 
observation,  combined  with  the  knowledge  that 
the  amniotic  fluid  is  a better  sound  conductor 
than  air,  makes  the  acceptance  of  a prenatal 
rhythmic  sound-world  more  than  probable. 

Rhythmic  rocking,  dancing  and  floating  in  the 
amniotic  fluid  belong  to  the  well-observed  nor- 
mal intrauterine  movements  (19).  The  child  in 
the  uterus  yawns,  (intrauterine  drinking), 
scratches,  and  stretches  as  a response  to  stim- 
ulation from  outside.  Every  mother  knows  about 
this  lively  conduct  of  her  child  within. 

Some  of  the  other  appropriate  adaptive  re- 
sponses, which  seem  later  to  be  so  contagious, 
can  be  observed  immediately  after  birth.  The 
child  shows  rhythmic  behavior  while  sucking  at 
the  breast  immediately  after  birth.  When  the 
first  feeding  is  not  delayed  beyond  a six  hour 
period,  the  child  also  shows  the  pumping  reflex 
with  its  hands  while  manipulating  mother’s 
breasts,  a pawing  reflex  movement  so  well  known 
in  cats.  Usually  mother  and  baby  show  a com- 
mon rhythm  during  the  feeding  which  is  repress- 
ed after  too  long  a delay  of  the  first  nipple 
searching  behavior.  The  baby  also  shows  a third 
form  of  rhythmic  movement  of  the  head  while 
going  from  one  breast  to  the  other. 

The  infant  pulls  back  its  lips  when  satis- 
fied (smile),  or  turns  the  head  away  when 
unwilling  to  drink  (the  gesture  of  “no”).  The 
newborn  coughs  and  scratches;  it  shivers  from 
cold.  When  frustrated  in  its  appropriate  food- 
searching movements,  the  child  will  displace  the 
innate  appropriate  movements  to  other  objects. 
Head-banging,  factatio  nocturna,  early  mastur- 
bation, rhythmic  rocking  may  all  be  interpreted 
as  manifestations  of  displaced,  appropriate  in- 
nate reflexes  in  the  service  of  primary  oral  grati- 
fication. 

One  of  the  best  known  examples  of  normal 
archaic  communication  is  the  rocking  and  danc- 
ing movement.  It  is  the  innate  wisdom  of  every 
mother  that  leads  her  to  putting  her  child  to 
sleep  by  rhythmic  rocking  movements.  In  doing 
so  she  is  but  repeating  mnemic  impressions  of 
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the  child  when  it  was  floating  around  in  the 
amniotic  fluid  in  carefree  equanimity. 

DANCE  AND  RHYTHM  AS  PRIMITIVE 
TOOLS  OF  COMMUNICATION 

The  dance  is  an  imitative  movement  used  by 
primitive  man,  by  means  of  which  he  imitates 
animals  as  a magic  defense  against  them.  The 
imitation  makes  people  feel  magically  stronger 
than  the  animal  and  thus  they  wrest  control 
from  the  animals  by  way  of  magic.  Some  In- 
dian tribes  still  believe  that  the  dance  is  taught 
to  them  by  animals.  It  would  lead  us  too  far 
afield  to  describe  how  much  dance  and  rhythm 
are  used  in  the  animal  kingdom  to  transmit 
messages  to  other  animals,  as  we  see,  for  ex- 
ample in  bees  and  in  the  mating  dances  of  higher 
animals.  For  our  purpose  we  may  state,  how- 
ever, that  in  man  the  dance  inadvertently  brings 
to  life  vague  reminiscences  of  archaic  rhythmic 
movements  and  of  the  nirvanic  existence  before 
birth.  In  early  religious  experience  dance  and 
magic  gesture  helped  indeed  to  establish  com- 
munal participation,  that  is  to  say,  communion 
of  the  various  individual  members. 

It  is  important  to  be  aware  of  the  contagious- 
ness and  the  empathy-provoking  action  of  arch- 
aic signs  and  expressions.  In  observing  these 
early  biologic  responses  everybody  inadvertently 
takes  part  in  the  process.  The  listener  may 
feel  an  itching  sensation  when,  for  instance,  the 
subjects  of  scratching  or  skin-touching  are 
brought  up  in  the  course  of  a conversation.  Many 
people  cannot  see  skin  diseases  without  becom- 
ing itchy  themselves.  So  again:  the  closer  a 
human  expression  approaches  an  archaic  form 
of  communication,  the  more  unobtrusive  is  the 
communicative  meaning  it  conveys.  Mental  con- 
tagion is  the  result  of  a common  backward  pull, 
a mutual  pushing  of  people  into  reminiscence, 
regression,  and  infantilism. 

Laughing,  crying,  yawning,  stretching,  shiver- 
ing, shuddering,  and  scratching  may  directly  and 
immediately  evoke  similar  responses  in  others. 
The  same  contagious  action  is  true  for  running, 
speeding,  clapping  hands,  rhythmic  cheering  — 
all  inadvertent  reminiscences  of  the  infantile 
drive  for  immediate  and  direct  gratification,  or 
reminiscences  of  the  so  contagious  flight  reac- 
tions to  fear. 


Something  occurs  in  people  during  observa- 
tion of  such  archaic  sign  behavior.  An  inner 
resonance  unwittingly  pushes  them  back  into 
their  own  childhood  memories.  The  shared 
regressive  fantasy  provokes  a deep  inner  re- 
sonance and  may  lead  to  a direct  identifica- 
tion and  empathy  with  others. 

The  factor  of  common  regression  and  uncon- 
scious identification  through  archaic  signs  and 
gestures,  or  through  the  hypnotic  drive  of  words 
has  been  exploited  in  political  strategy,  where 
full  use  is  made  of  its  contagious  action.  Uni- 
forms, flags,  rhythmic  marching,  communal  sing- 
ing, ritual  gestures  (Nazi  salute)  turn  people 
— and  especially  youth  — more  easily  into  mech- 
anically acting,  conforming  automatons.  Rhyth- 
mic sloganizing  brought  entire  populations  into 
hypnotic  ecstasy:  “Duce,  Duce,  Duce!”  — “Sieg 
Heil,  Sieg  Heil!” 

Just  as  all  of  us  are  contagiously  affected  by 
yawning  — which  in  itself  may  be  explained  as 
a remnant  of  fetal  drinking  and  a sign  of  yearn- 
ing for  food  and  sleep  — so  do  we  find  other 
archaic  signs  easily  leading  to  mental  contagion 
and  shared  primitive  identification.  The  same 
compulsive  imitation  in  others  can  be  brought 
about  by  staring,  gazing,  mimicking  and  grim- 
acing. Pantomime  and  imitation  of  a public  fig- 
ure or  an  actor  suggest  that  other  people  un- 
consciously do  the  same. 

The  universal  communion  of  archaic  move- 
ments is  a principal  factor  in  the  concept  of 
mental  contagion.  Recause  of  this  communion 
people  are  compelled  to  imitate  what  others 
act  out  for  them. 

Gestural  contagion  can  be  observed  in  reli- 
gious ecstatic  revivals.  Some  sects  produce  a 
ritual  of  archaic  movements  leading  to  easier 
communion  and  participation  in  their  special 
beliefs  — as  for  instance  the  sects  of  the  jump- 
ers and  Shakers  did  in  Pennsyh  ania  in  the  begin- 
niing  of  the  nineteenth  century.  The  rln  thm  of 
swaying  movements  during  prayer  also  indue;  . 
this  communion  of  feelings.  It  is  the  cont  ’on 
of  movement,  or  shuddering  and  shiver'-  . d 
the  common  expectation  of  sab  ation  u ^ ^ -s 
into  the  common  ecstatic  experience  v'  t /?■  ;s- 
terium  trcmcndiim. 
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In  people  who  have  survived  a catastrophe, 
such  as  bombing  or  confinement  in  a concen- 
tration camp,  I have  observed  comparable  signs 
of  automatic,  imitative  behavior.  The  more 
completely  they  had  lost  their  own  feeling  of 
identity  the  more  readily  they  imitated  the  ges- 
tural signs  of  others.  Back  in  normal  circum- 
stances they  lost  this  over-all  identifying  be- 
havior very  soon. 

THE  UNOBTRUSIVE  SUBMISSION  TO 
SOCIAL  PATTERNS 

The  intricate,  subtle  observations  during  group 
therapy  have  taught  us  how  the  participants, 
without  knowing  they  are  doing  it,  unobstrusive- 
ly  take  over  from  one  another  special  habits  and 
patterns  of  behavior.  They  take  over  as  well 
as  repudiate.  But  even  while  criticizing  one  an- 
other something  sifts  and  leaks  through  the  men- 
tal barrier  of  their  criticism  and  inner  defenses, 
consequently  they  are  forced  to  follow  the  slow 
coercion  of  the  stronger  personality.  In  the 
group  the  critical  barrier  against  suggestions 
and  fascination  is  rather  weak. 

Psychologically  we  may  interpret  much  of 
man’s  identifying  behavior  as  a search  for  anony- 
mity, a protective,  magic  need  to  be  inconspicu- 
ous. We  can  compare  this  with  camouflage  in 
the  animal  kingdom.  “When  I am  anonymous 
and  inconspicuous,  nothing  can  happen  to  me.” 
The  same  is  true,  for  instance,  for  a well-known 
reaction  to  danger  called  “freezing”  or  being 
“petrified  with  fright.”  We  find  this  sham-death 
attitude  (also  called  catalepsy)  as  a form  of 
mimicry  and  camouflage  in  moments  of  danger 
throughout  the  entire  animal  kin-gdom  ( 16 ) . 
Nothing  is  an  contagious  as  this  fear  catalepsy. 
During  the  Second  World  War  I repeatedly  saw 
how  people  in  so-called  shock  (catalepsy-death- 
attitude  ) surrendered  themselves  passively  to 
the  very  danger  they  dreaded  ( 17 ) . By  their 
death -like  behavior  they  aroused  in  the  bystand- 
ers even  greater  fear  than  the  actual  bombing 
or  destruction.  The  same  contagious  action  is  re- 
peatedly observed  from  the  extremely  infectious 
and  physiologically  comparable  fainting  spell. 

The  wave  of  panic  in  a crowd  spreads  swiftly, 
as  if  a direct  telepathic  communication  existed 
between  one  panicky  person  and  the  other.  In 
a study  on  panics  I could  relate  the  experience 
in  a London  shelter  during  World  War  II,  where 


a silent  panic  caused  cataleptic  death  in  several 
individuals  ( 17 ) . Hypnotic  catalepsy,  the  trance 
produced  by  quacks  on  the  stage,  also  incites  a 
most  contagious  identification. 

Yet,  by  thinking  only  in  terms  of  pathology 
we  are  wrong.  Inadvertently  people  imitate  each 
other.  Child  behaves  like  his  parent,  student 
like  his  teacher,  patient  like  his  therapist.  An 
unobtrusive  mental  contagion  is  going  on  the 
world  over,  because  man  is  a communal  animal, 
eagerly  trying  to  be  “at  home”  in  a group  and 
to  identify  with  it. 

MENTAL  POLLUTION 

Apathy,  rigidity,  collective  feeling  of  paralysis 
and  fear  are  highly  contagious  feelings.  They 
provoke  passive  “frozen”  attitudes  in  nearly 
everyone.  After  natural  catastrophies  and  war 
we  may  experience  such  a collective  mental 
paralysis.  We  see  this,  for  instance,  in  primi- 
tive tribes  who,  paralyzed  by  hunger,  become 
more  and  more  passive  and  apathetic  and  finally 
surrender  to  famine  and  death,  even  when  food 
turned  out  to  be  not  far  away  (21).  Mental 
epidemics  are  nearly  always  connected  with  fear, 
exhaustion,  and  famine,  causing  apathy  and  in- 
ertia, providing  a fertile  ground  for  deluded 
thinking.  Isolation  and  the  frustration  resulting 
from  it  through  lack  of  communication  can  have 
the  same  effect. 

Various  religious  sects  practice  fasting  and 
systematic  bodily  exhaustion  intentionally  to  in- 
duce a state  of  greater  mental  receptivity  in 
their  followers.  Asceticism  furthers  the  forma- 
tion of  hallucinations,  while  mass  asceticism 
paves  the  way  to  mental  mass  contagion  and 
delusion. 

Sophistication  and  literacy  do  not  protect 
people  again  mental  contagion.  Simple  literacy 
often  promotes  conformism,  while  mere  sophis- 
tication without  emotional  maturity  makes  peo- 
ple more  receptive  to  intellectualized  sugges- 
tions. It  is  not  difficult  to  cause  mass  contagion 
even  among  sophisticated  people.  During  a fes- 
tive cruise  it  is  only  necessary  to  call  “ship- 
wreck” to  cause  collective  hallucinations  of 
drowning  and  wrecks.  On  troopships  during  the 
anxious  tension  of  war  we  had  to  deal  daily 
with  mass  hallucinations  of  discovery  of  hos- 
tile “U”  boats.  Since  the  Sputniks  went  into 
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the  air,  the  mirages  of  mysterious  flying  saucers 
from  outer  space  have  increased  again. 

Collective  psychoses  were  already  clearly  ob- 
served by  Greeks  and  Romans.  We  have  the  ex- 
amples of  the  mystery  cults  whose  members 
assumed  various  ecstatic  attitudes  climaxing  in 
epileptic  convulsions.  The  Greeks  sometimes  re- 
ferred to  those  convulsions  as  contagious  satyr- 
delusions. 

Epecially  the  rites  of  public  dance  and  re- 
vival restores  the  magic  realm  of  infancy,  the 
return  to  a blessed  state  that  has  passed.  In 
the  mass,  where  one’s  anonymity  is  preserved, 
unconscious  drives  are  more  easily  discharged 
and  the  feeling  of  merging,  of  equalization  and 
mutual  participation  is  enhanced. 

At  present  we  have  the  contagious  rhythmic 
spread  and  expansion  of  Rock  and  Roll,  already 
on  the  wane.  The  dance  is  of  tremendous  im- 
portance as  a simultaneously  binding  and  free- 
ing element  for  coincidental  and  casual  groups. 
Rhythm  brings  them  together  in  a collective 
archaic  dream  as  did  the  St.  Vitus  Dance  in  the 
Middle  Ages. 

Modern  St.  Vitus  Dance  has  assumed  various 
aspects.  Gollective  fear  still  evokes  the  same 
restless  movements  among  people.  Modern  man 
tries  to  escape  his  stress  in  the  raving  frenzy 
of  automobiles  and  airplanes.  Jazz,  Rock  and 
Roll,  and  other  rhythms  lure  people  to  archaic 
depths  while  becoming  part  of  a rhythmic  mass 
of  sound  and  movement. 

A rhythmical  call  to  a crowd  easily  foments 
mass  ecstacy.  Such  provocation  of  archaic 
images  is  used  in  the  strategy  of  every  dictator. 
Rhythmic  chant  and  rhyme  have  a coercive  ac- 
tion on  our  civilization,  as  we  can,  for  instance, 
observe  in  the  seductive  use  of  jingles  in  radio 
advertising.  For  hours  and  hours  people  cannot 
rid  themselves  of  these  jingles  and  unconsciously 
they  hum  with  it  the  praise  of  the  commercial 
product. 

Gertain  archaic  emotional  movements  can  be 
very  easily  suggested  to  the  masses,  as  for  in- 
stance, tapping,  clapping,  tom-tom  playing. 


Sometimes  mental  mass  contagion  acquires  a 
strange  suicidal  aspect  as  we  observe  in  times 
of  revolution.  Romantic  daring  and  audacious 
heroism  may  be  chosen  as  a means  of  incon- 
spicuous self-destruction  and  self-punishment.  It 
is  as  if  the  mass  simultaneously  fears  and  loves 
the  excitement  of  panic  and  explosion.  Some 
even  long  masochistically  for  slavery.  People  in 
fear  and  panic  do  not  like  freedom.  At  such 
moments  the  receptivity  to  mental  contagion 
and  the  submissiveness  of  the  masses  are  greater 
than  is  usually  supposed.  Strangely  enough  it 
is  Hitler  who  emphasized  this  collective  sub- 
missiveness — the  Hingabe  Bereitschaft  of  the 
masses. 

PROTEGTION  AGAINST  MENTAL 
GONTAGION 

Strength  to  withstand  mental  infection  and 
psychic  contagion  is  acquired  through  the  ut- 
most freedom  in  the  exchange  of  ideas,  which 
produces  mature,  self-assertive  human  beings, 
able  to  check  their  sensitivity  towards  archaic 
exchanges  of  feelings.  Wherever  there  is  com- 
municative frustration  mental  contagion  breaks 
through  more  readily. 

Of  clinical  importance  is  the  question  how  to 
increase  the  persuasion-resistance  of  the  indivi- 
dual. Hunger,  defective  intelligence  and  racial 
and  cultural  habits  may  make  for  greater  per- 
suasive vulnerability.  The  fact  that  mere  mech- 
anical sophistication,  through  which  individuals 
get  lost  in  facts  and  ideologies,  makes  these  peo- 
ple more  vulnerable  to  mental  infection  and 
coercive  techniques  than  those  lacking  such  con- 
fusing sophistication. 

Somatic  infections  do  not  stay  on  one  side 
of  a frontier,  neither  does  mental  infection.  The 
more  an  international  community  will  accept  the 
concept  of  mental  infection  and  its  inherent 
dangers,  the  more  it  will  have  to  establish  rules 
to  prevent  such  form  of  aggressi\^e  contagion. 
Yet,  several  “sacred”  international  principles  will 
have  to  be  overhauled.  Nobody  is,  for  instance 
“diplomatically”  permitted  even  to  criticize  in 
ternal  events  of  another  state.  This  is  c.  '■'^d 
interference  with  another  state’s  “sacred" 
omy.  However,  the  notion  that  soin. 
autonomies  can  be  looked  at  as  sour,  i ri  i ,ia- 
gerous  mental  infection  will  finall;,  mg;’  the 
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international  community  to  formulate  rules  and 
laws  to  prevent  such  mental  contagion.  But  it 
will  take  a long  time  before  the  world  is  ma- 
ture enough  to  allow  such  mutual  interference. 

To  correct  contagious  mass  delusion  and  men- 
tal infection  is  one  of  the  most  difficult  tasks 
of  a free  world  founded  on  an  International 
Charter  of  Human  Rights.  Mutual  influence 
and  persuasion  are  continually  going  on  and 
do  not  recognize  frontiers  and  iron  curtains. 
Democracy  pleads  for  freedom  of  thought  and 
this  means  that  it  demands  the  right  of  all  men 
to  test  all  forms  of  collective  emotion  and  col- 
lective thinking.  To  preserve  this  right,  how- 
ever, democracy  must  face  the  task  of  remain- 
ing alert  and  open-minded  in  order  to  keep 
itself  free  from  blind  fears  and  the  impact  of 
mental  coercion  and  contagion. 

Mental  infection  may  be  defined  as  the  exis- 
tence of  a pathogenic  inductor  spreading  patho- 
genic suggestions.  Man,  looked  at  as  standing 
in  the  center  of  a web  of  manifold  communica- 
tions, will  unobtrusively  be  pushed  into  a regres- 
sive form  of  empathy  and  sign  acceptance  when- 
ever he  perceives  archaic  sign-communication  in 
his  fellow-beings. 

The  innate  signal  code  which  seduces  people 
into  common  regression  is  rather  simple:  fetal 
responses,  rhythmic  and  infantile  gestures  play 
a principal  role  in  this  empathy-provoking  be- 
havior. Thus  mental  contagion  may  be  rede- 
fined aecording  to  its  dynamics  as  a common 
backward  pull  or  a mental  pushing  of  people 
into  reminiscence,  regression  and  infantilism. 


Attention  is  asked  for  the  growing  danger  of 
mental  infection  in  a society  where  the  tech- 
nical means  of  communication  have  grown  be- 
yond the  critical  selective  barriers  of  the  indi- 
vidual psyche. 


BIBLIOGRAPHY 

1.  Azima,  H.  and  Cramer- Azima,  F.  J.:  “Studies  on  Perceptual 
Isolation,”  Dis.  Nerv.  System,  Monogr.  Supplement,  July,  1937. 

2.  Bolk,  L.;  “On  the  Problem  of  Anthropogenesis,”  Proceed- 
ings, Royal  Academy  of  Science,  Amsterdam,  1925. 

3.  Christoffel,  H.:  “Gahnen  and  Sich-Dehnen,”  Schw.  Med. 
Wschr.,  1951. 

4.  : “Trieb  und  Kultur,”  Basel:  Schwabe  Verlag,  1944. 

5.  Conference  on  Group  Processes  (No.  Ill),  Josiah  Macy,  Jr., 
Foundation,  New  York,  1957. 

6.  Critchley,  M.:  The  Language  of  Gesture,  Arnold,  London, 
1939. 

7.  Darwin,  C.:  The  Expression  of  the  Emotions  in  Man  and 
Animals,  (London,  1890.  Philosophical  Library,  New  York,  1935. 

8.  Ehrenwald,  J.:  New  Dimensions  of  Deep  Analysis,  Allen 
and  Unwin,  London,  1954. 

9.  Fitzherbert,  J.:  “Some  Further  Observations  on  Headbump- 
ing and  Allied  Behavior,”  J.  Ment.  Sci.  Vol.  98,  19.52. 

10.  Gralnick,  A.:  “Folie  a Deux,  a Review  of  100  cases,” 
Psychiat,  Quart.,  1942. 

11.  Gruenberg,  E.  M.:  “The  Epidemiology  of  Mental  Disease,” 
Scientific  American,  March,  19.54. 

12.  Hooker,  D.:  The  Prenatal  Origin  of  Behavior,  Univ.  of 
Kansas  Press,  1952. 

13.  Meerloo,  J.  A.  M.:  “Archaic  Behavior  and  the  Communi- 
cative Act,”  Psych.  Quart.  Vol.  29,  19.55. 

14.  ; Communication  and  Conversation,  International 

Univ.  Press,  New  York,  1950. 

15.  : Delusion  and  Mass-Delusion,  Nervous  and  Ment. 

Dis.  Monog.  New  York,  1949. 

16.  : “Human  Camouflage  and  Identification  with  the 

Environment,”  Psychosomatic  Medicine,  Vol.  19,  1957. 

17.  : Patterns  of  Panic,  International  Univ.  Press,  New 

York,  1948. 

18.  : “Fear  and  the  Flu,”  The  New  Leader,  January  6, 

1958. 

19.  Minkowski,  M.:  “Neurobiologische  Studien  am  Mensch- 
lichen  Fotus,”  Hdbuch  Biol.  Arbeitsmethodien,  Bd.  5,  1928. 

20.  Solomon,  P.  et  al.:  “Sensory  Deprivation”,  Am.  J.  Psy- 
chiatr.  Vol.  114,  1957. 

21.  Schweitzer,  A.:  Experiences  in  Lambarene  (Dutch  Edi- 
tion) Haarlem,  1925. 

22.  Thorne,  F.  G.:  “Epidemological  Studies  of  Chronic  Frus- 
tration — Hostility  — Aggression  States,”  Amer.  J.  Psychiatr., 
Vol.  113,  1957. 

23.  Tolsma,  F.  J.:  “Modern  Psychiatric  Views  on  the  Induced 
Psychosis,”  Folia  Psychiatrica  Neerlandica,  Vol.  54,  1951. 


A GUIDE  FOR  PHYSICIANS,  HOSPITALS  AND  NEWS  MEDIA 

A guide  to  news  relationships  between  newsmen,  physicians  and  hospitals,  the 
result  of  three  years  work  by  the  professions  involved  has  just  been  published 
in  Wisconsin. 

The  booklet  is  the  result  of  a study  by  representatives  of  newspapers,  radio, 
television,  physicians  and  hospitals.  It  is  published  by  the  State  Medical  Society 
of  Wisconsin.  Copies  may  be  obtained  through  the  office  of  The  Arizona  Medical 
Association. 
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Primary  Aldosteronism 
A New  and  Curable  Hypertensive  Syndrome 


Matthew  Talmadge  Moorehead,  M.D. 

Robert  O.  Andrews,  M.D. 
William  A.  Phillips,  M.D. 


The  authors  not  only  record  a clearcut,  adequately  documented  case  report  of 
a relatively  new  and  rare  disease  (theirs  is  the  thirty-second  case  report  in  world 
literature)  but  also  present  a scholarly,  succinct  review  of  current  knowledge 
about  the  specific  disease  and  immediately  related  physiological  disorders.  The 
carefully  selected  bibliography  adds  substantially  to  the  value  of  this  excellent 
contribution  by  Arizona  doctors  to  medical  science. 

% 


PRIMARY  aldosteronism  (hyperaldosteronism 
or  Conn’s  Disease ) is  a hypertensive  disease 
originating  in  a tumor  or  hyperplasia  of  the 
adrenal  cortex  and  associated  with  an  excess  of 
aldosterone,  the  normal  sodium-retaining  hor- 
mone of  the  adrenal  cortex.  Excess  of  this  hor- 
mone causes  hypokalemic  alkalosis  and  certain 
of  the  following:  vascular  hypertension,  nitrogen 
retention,  hypernatremia,  polydipsia,  polyuria, 
hyposthenuria,  periodic  weakness  and  occasional 
tetany,  but  no  edema  or  ascites. 

Secondary  aldosteronism  is  also  associated 
with  an  excess  of  aldosterone  but  is  not  caused 
by  primary  disease  of  the  adrenal  cortex  and  is 
not  always  hypertensive,  altho  often  accompan- 
ied by  edema  and  ascites. 

Primary  h?/poaldosteronism  is  the  antithesis  of 
primary  hyperaldosteronism,  being  characterized 
by  low  aldosterone  excretion,  hyperkalemia  and 
hyponatremia.  Only  a few  cases  of  this  kind  have 
been  reported  and  some  of  these  are  not  too  well 
defined.  ( 1,2,3,4) 


The  article  was  trreparecl  by  Doctor  Moorehead,  Drummond 
Clinic,  Ridgecrest,  California  with  the  clinical  assistance  of  Drs. 
Andrews  and  Phillips  of  Yuma,  Arizona. 


In  1952,  Simpson  and  Grundy  in  England  first 
separated  electrocortin  or  aldosterone  from  the 
amorphous  fraction  of  adrenal  cortical  extracts 
that  remained  after  the  thirty-odd  known  cortical 
steroids  had  been  removed.(5)  Later  Simpson 
and  associates  ( Swiss ) succeeded  in  crystallizing 
this  potent  hormone(6).  They  re-named  it  aldo- 
sterone instead  of  electrocortin  because  of  its 
aldeyhde  radical  replacing  a methyl  group  in 
the  Ci8  position  of  the  corticosterone  mole- 
cule(7).  The  theoretic  possibility  of  the  existence 
of  a clinical  syndrome  such  as  aldosteronism  was 
soon  recognized  but  it  was  not  until  1956  that  the 
first  case  was  fully  documented  by  Jerome  W. 
Conn,  M.D.  at  the  University  of  Michigan  (8,9). 

Aldosterone  is  the  most  active  of  the  electro- 
lyte-regulating ( mineralocorticoid ) hormones  of 
the  adrenal  cortex.  In  excess  it  depresses  serum 
potassium  and  elevates  the  sodium  ion.  It  prob- 
ably operates  through  certain  cells  of  the  renal 
tubular  epithelium,  causing  them  to  excrete  ex- 
cessive amounts  of  potassium,  ammonium  and 
hydrogen  ions,  by  an  exchange-mechanisn'  or 
sodium  ions(  10,11,12 ).  Water  excretion 
increased  and  the  patient  is  unable  tc 
trate  his  urine  (hyposthenuria),  iacu  all.  r yia;  s- 
sin.  The  loss  of  plasma  water  caviscs  dch\  dration. 
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thirst  and  nitrogen  retention  with  a elinical 
picture  that  not  only  resembles  “potassium-los- 
ing” nephritis,  but  actually  may  produce  a severe 
nephropathy  ( 10,11,12,13,14 ) . 

Primary  aldosteronism  may  be  treated  with 
possible  temporary  benefit  by  diet  and  suppres- 
sive drugs,  but  it  is  necessary  to  remove  a tumor 
or  hyperplasia  of  the  adrenal  cortex  before  a cure 
can  be  effected(3,10,12,15,16,17,18,19,20,23).  The 
tumor  is  usually  an  adenoma  but  may  be  an 
adenocarcinoma  and  its  cells  often  resemble  the 
zona  glomerulosa  of  the  adrenal  cortex,  the  zone 
that  is  usually  hyperplastic  in  the  non-neoplastic 
cases  ( 8,9,17,18,19,20,30) . This  and  other  evi- 
dence (16)  suggests  that  aldosterone  is  normally 
secreted  by  these  cortical  cells  ( 16 ) . In  contrast 
to  most  adrenal  cortical  hormones,  aldosterone  is 
not  much  affected  by  corticotropin  ( ACTH ) and 
is  therefore  probably  not  basically  under  pitu- 
itary control  although  it  may  be  under  hypo- 
thalamic hormone  control  ( glomerulotropin ) ( 12, 
16,21,30). 

In  the  secondary  aldosteronism  associated  with 
most  dropsical  or  edematous  conditions  such  as 
congestive  heart  failure,  nephrotic  edema,  hep- 
atic ascites,  and  eclampsia,  there  is  an  increase 
in  the  urinary  excretion  of  aldosterone  just  as  in 
the  primary  form,  but  why  edema  is  not  pres- 
ent in  the  primary  disease  is  not  yet  fully  under- 
stood ( 12,21,22,24,25 ) . And  why  all  major  sur- 
gical procedures  cause  a temporary  state  of  sec- 
ondary aldosteronism  with  increased  urinary  al- 
dosterone, usually  without  gross  edema,  is  also 
obscure  (22).  Only  thirty-one  cases  of  primary 
aldosteronism  have  been  fully  recorded  but 
enough  is  already  known  about  secondary 
aldosteronism  to  establish  it  as  one  of  the  more 
common  conditions  ( 12,18,21,22,24,25,26). 

CASE  REPORT 

A 34-year-old,  white  female  was  admitted  to 
Parkview  Hospital,  February  11,  1960,  in  a semi- 
comatose  state  with  a history  of  generalized 
weakness,  occipital  headache  and  vomiting. 
There  was  a past  history  of  hypertension  and 
muscular  weakness  for  several  years  with  oc- 
casional staggering  gait.  Toxemia  of  pregnancy 
had  been  diagnosed  at  the  time  of  her  first  and 
second  pregnancies,  about  ten  years  previously, 
and  this  was  regarded  as  the  onset  and  probable 
cause  of  her  present  hypertension.  There  was 


also  a history  of  partial  thyroidectomy  for 
adenoma  about  two  years  prior  to  admission. 
Otherwise,  the  past  history,  family  history  and 
social  history  were  unavailable  or  irrelevant. 

The  patient  was  a well-developed,  well 
nourished,  non-edematous,  young  white  female 
having  physical  findings  essentially  negative  ex- 
cepting the  following:  marked  A-V  nicking  of 
the  vessels  of  the  optic  fundi;  slight  nuchal  rigid- 
ity; old  well-healed  scar  of  thyroidectomy  with 
underlying  recurrent  small  nodular  mass;  and 
severe  vascular  hypertension  (220/120  mm  of 
Hg)  with  left  ventricular  enlargement.  Neither 
paralysis  nor  paresis  of  the  extremities  was  noted 
on  admission  and  there  was  no  involvement  of 
the  cranial  nerves,  although,  later  definite  evi- 
dence of  hemiplegia  appeared.  There  were  no 
physical  signs  of  Cushing’s  Syndrome  at  any 
time. 

The  laboratory  findings  (2/13/60)  were  as 
follows:  serum  potassium  2.3  milli-equivalents 
per  liter;  sodium  138  mEq/L;  carbon  dioxide 
33.8  inEq/1  (75  volumes  per  cent);  non-protein 
nitrogen  58  mg.  per  cent;  serology  ( VDRL)  non- 
reactive: erythrocytes  in  the  peripheral  blood, 
5.1  million  per  cu  mm;  hemoglobin  15.3  gm  per 
100  ml  (98.7%);  leucocytes,  15,800  per  cu  mm 
(polymorphs  89%,  lymphocytes  10%,  monocytes 
1%);  hematocrit  52%;  specific  gravity  of  the 
urine,  1.004;  urinary  albumen,  2 plus,  sugar  nega- 
tive, leucocytes  4 to  12  per  HPF.  The  electro- 
cardiogram was  interpreted*  as  demonstrating 
left  ventricular  hypertrophy  compatible  with 
hypertensive  vascular  disease,  and  a prolonged 
Q-T  interval  (0.44  seconds)  strongly  suggestive 
of  hypokalemic  alkalosis,  often  associated  with 
primary  aldosteronism,  particularly  in  a hyper- 
tensive young  female.* 

Hospital  Course:  Despite  all  therapy,  includ- 
ing potassium  chloride,  the  patient  remained  in 
coma  or  semicoma  throughout  her  brief  hospital 
stay.  The  blood  pressure  continued  around 
210/110  mm  Hg.  The  temperature  ranged  from 
97  to  98.8°F.;  the  pulse  rate,  60  to  82  per  minute; 
respiration,  10  to  16  per  minute.  Evidence  of 
left  hemisparesis  developed  on  the  second  hos- 
pital day  and  the  spinal  fluid  was  found  to  be 
grossly  bloody  and  under  a pressure  of  600  mm 
of  water.**  On  the  final  hospital  day  the  blood 

®J.  D.  Ehrlich,  M.D.,  Phoenix,  Arizona. 

*®By  Marvin  Wall,  M.D.,  Yuma,  Arizorra. 
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pressure  dropped  rapidly  from  220/100  to  60/0 
mm  of  Hg,  cynosis  became  apparent  and  the 
patient  expired  at  4:30  A.M.  (2/15/60). 

Autopsy  disclosed  rupture  of  a lenticulo-striate 
branch  of  the  right  middle  cerebral  artery  with 
severe  hemorrhage  into  the  ventricular  system, 
chiefly  on  the  right.  This  was  regarded  as  the 
result  of  prolonged  vascular  hypertension  and 
associated  atherosclerosis.  A firm,  rounded, 
fleshy  tumor  mass  (Fig.  1)  having  a slightly 
yellowish  color  and  measuring  18  x 22  mm  (wt. 
1.8  gm)  was  found  closely  attached  to  the  cortex 
of  the  right  adrenal  gland.  Microscopic  study  of 
this  tumor  indicated  that  it  was  composed  of 
cells  resembling  the  adrenal  cortex  but  showing 


Fig.  I.  Right  adrenal  gland  with  attached  cortical  adenoma. 


considerable  nuclear  pleomorphism  and  some 
hyperchromatism  (Fig.  2(a)  and  2(b).  The  tu- 
mor was  well  encapsulated  and  there  was  no  evi- 
dence of  invasiveness  or  metastasis.  The  accom- 
panying right  adrenal  gland  weighed  6.2  gm.  the 
left,  7.1  gm.  Gross  and  histologic  study  of  each 
adrenal  revealed  no  other  abnormality  of  note. 
The  renal  tubular  epithelium  showed  slight  vac- 
uolation  of  the  cytoplasm  but  no  other  significant 
change.  No  sclerosed  glomeruli  were  noted  at 
any  point  and  little  or  no  alteration  in  the  vascu- 
lar bed.  The  findings  seemed  to  indicate  that  the 
vascular  hyptertension  was  still  reversible  and  es- 
sentially curable.  An  incidental  finding  was  a 
recurrent  ( benign ) adenoma  ( 24  x 36  mm ) of 
the  thyroid  gland.  Gross  and  histologic  study  of 
all  other  organs  and  tissues  disclosed  no  patho- 
logic findings  of  note.*“** 

Comment:  A tentative  clinical  diagnosis  of 
primary  aldosteronism  was  made  in  this  hyper- 

“Jerome  W.  Conn,  M.  D.,  Professor  of  Medicine,  Univer- 
sity of  Michigan  (Ann  Arlior,  Michigan)  kindly  consented  to  re- 
view most  of  the  material  presented  in  this  report,  and  is  of 
the  opinion  that  this  represents  a case  of  primary  aldosteronism. 
The  authors  wish  to  thank  Dr.  Conn  for  his  kind  cooperation  and 
very  helpful  suggestions. 


Fig.  2(a).  Photomicrograph  of  cortical  adenoma,  (x  430). 


tensive  young  female  following  the  demonstra- 
tion of  hypokalemic  alkalosis  and  typical  elec- 
trocardiographic findings.  This  opinion  was  sup- 
ported by  the  postmortem  finding  of  an  adrenal 
cortical  adenoma.  Additional  evidence  of  in- 
creased aldosterone  in  the  urine  would  have 
been  desirable  but  the  patient  did  not  live  long 
enough.  Primary  aldosteronism  is  of  relatively 
recent  recognition  ( 1956 ) and  complete  diag- 
nostic study  is  still  difficult,  but  it  is  quite  en- 
couraging to  note  that  we  are  dealing  with  a 
type  of  vascular  hypertension  that  usually  can 
be  permanently  relieved  by  adrenalectomy. 

A low  level  of  serum  potassium  is  an  extreme- 
ly important  finding  in  the  early  detection  of 
primary  aldosteronism.  This  hypokalemia  for- 
merly caused  consideralile  confusion  with  “po- 
tassium-losing” nephritis,  which  it  closely  re- 
sembles. It  also  resembles  diabetes  insipidus  in 
certain  respects  but  is  not  corrected  by  pitressin. 
It  resembles  Gushing’s  Syndrome  in  several  re- 
gards but  differs  markedly  in  the  absence  of 
bodily  changes  (moon-facies,  hirsutism,  buffalo 
hump,  etc.).  It  differs  grossly  from  the  dropsi- 


Fig.  2(l>).  Micniscopif  appoaraiico  ol  riglif  adii'iiai  . -m  ,.  - 
attaclu-cl  vortical  adenoma,  (x  100). 
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cal  forms  of  secondary  aldosteronism  chiefly  in 
the  absence  of  edema  and  ascites.  Its  relation- 
ship to  familial  periodic  paralysis  is  close  but 
not  yet  entirely  clear;  in  this  familial  condition 
plasma  potassium  seems  to  escape  periodically 
into  the  tissue  cells  in  contrast  to  its  continual 
escape  into  the  urine  in  primary  aldosteronism. 
(15,16,27) 

In  retrospect  it  seems  likely  that  operative  ex- 
cision of  this  patient’s  adrenal  adenoma  at,  any 
time  during  the  preceding  several  years  might 
have  relieved  her  hypertension  and  prevented 
ultimate  death  from  a cerebro-vascular  accident. 
We  now  feel  that  every  patient  with  severe  hy- 
pertensive vascular  disease  should  have  a care- 
ful search  for  evidence  of  this  type  of  “essential” 
hypertension,  particularly  in  a young  subject, 
because  of  the  excellent  prognosis  that  a diag- 
nosis of  primary  aldosteronism  entails.  Low  se- 
rum potassium  or  hypokalemic  alkalosis  in  a 
young  hypertensive  with  suggestive  electrocardi- 
ographic findings  (prolonged  Q-T  interval  and 
broad,  low,  T-waves)  should  be  enough  for  a 
tentative  diagnosis,  particularly  if  supported  by 
other  evidence  such  as  muscular  weakness,  poly- 
uria, polydipsia  or  nephritis  without  edema.  The 
finding  of  increased  aldosterone  in  the  urine 
with  normal  17-ketosteroids  and  17-hydroxycor- 
ticosteroids  and  a tumor  or  hyperplasia  of  the 
adrenal  cortex  on  sugical  exploration,  certainly 
can  be  regarded  as  more  definitive  diagnostic 
criteria.  On  rare  occasions,  however,  a patient 
may  show  no  clinical  findings  of  any  kind  ex- 
cepting hypertension  and  possibly  hypokalemia, 
yet  adrenalectomy  may  disclose  cortical  hyper- 
plasia and  permanently  relieve  the  patient’s  hy- 
pertension. ( 3 ) Aldactone  and  amphenone,  al- 
dosterone-inhibiting or  blocking  agents,  have 
been  used  with  some  suecess  in  the  differential 
diagnosis  of  primary  aldosteronism  and  in  the 
transient  control  of  its  blood-electrolyte  abnor- 
malities but  amphenone  is  too  toxic  for  routine 
clinical  use  and  aldactone  is  quite  new.  (3,28,29, 
30) 

SUMMARY 

A thirty-four  year  old  female  developed  per- 
sistent vascular  hypertension  following  toxemia 
of  pregnancy  at  the  age  of  twenty-four  and  was 
treated  for  this  condition  during  the  ensuing  ten 
years.  Her  severe  hyptertension  was  regard- 
ed as  a sequel  of  the  toxemia  until  her  final 


illness  with  cerebrovascular  accident,  when  clin- 
ical evidence  of  primary  aldosteronism  was  de- 
tected. This  diagnosis  was  supported  by  the  find- 
ing of  a typical  adrenal  cortical  adenoma  at 
necropsy.  The  excellent  condition  of  this  pa- 
tient’s kidneys,  found  at  autopsy,  seemed  to  in- 
dicate that  excision  of  the  adrenal  cortical  ade- 
noma prior  to  the  cerebrovascular  accident  might 
have  corrected  the  vascular  hypertension  and 
prevented  her  untimely  death. 


From  available  reports,  this  is  the  thirty-sec- 
ond case  of  primary  aldosteronism  to  appear  in 
the  literature.  ( 18,26) 
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Vesicovaginal  Fistulas  and  their 
Surgical  Treatment  and  Results 


Virgil  S.  Counseller,  M.D. 


The  careful  irwestigation  of  the  patient  in  accurate  detail  is  of  paramount 
; importance  in  the  successful  management  of  vesicovaginal  fistula.  Cystoscopy 
must  determirie  location,  direction,  adjacent  weaknesses  and  incrustations,  and 
threading  of  the  fistula  is  done. 

The  technique  of  adequate  exposure,  closure,  repair  and  management  for  vesi- 
<;  covaginal  and  uretero-vesicovaginal  fistulae  is  discussed. 


VESICOVAGINAL  fistulas  are  surgical  prob- 
lems whether  they  occur  subsequent  to  opera- 
tions on  pelvic  viscera,  or  whether  they  occur 
post-delivery,  post-radiation  therapy,  or  whether 
they  may  follow  trauma  such  as  lacerations  from 
fractured  pelves.  The  repair  of  any  one  of  these 
should  be  done  only  after  much  clinical  in- 
vestigation and  a definte  surgical  plan  has  been 
determined. 

CLINICAL  INVESTIGATION 

When  a vesical  fistula  is  apparent  from  any 
cause,  there  is  no  need  for  immediate  surgery. 
It  might  be  advisable  to  insert  a catheter  of  the 
Eoley  type,  to  keep  the  patient  comfortable  and 
dry.  Eurthermore  it  is  advisable  to  permit  all 
evidences  of  trauma,  such  as  inflammation,  ed- 
ema and  bleeding,  to  completely  disappear.  This 
usually  requires  four  to  six  weeks.  If  this  is 
done,  then  a cystoscopic  examination  can  be  per- 
formed with  better  and  more  certain  results.  I 
would  like  to  mention  those  things  which  should 
be  observed  cystoscopically,  that  are  of  impor- 
tance to  the  surgeon: 

Read  at  the  8th  Congress  of  the  Pan-Pacific  Surgical  Associa- 
tion in  Honolulu,  September,  I960. 

Phoenix,  Arizona. 


First,  the  location  of  the  fistula,  as  to  whether 
it  is  in  the  posterior  wall,  near  the  internal  ure- 
thral sphincter,  or  adjacent  to  the  ureteral  ori- 
fice, or  involves  the  orifice  itself.  The  repair  of 
a fistula  on  the  posterior  wall  is  the  simplest 
to  effect.  The  repair  of  a fistula  near  the  urethral 
sphincter  is  more  difficult,  and  I think  is  follow- 
ed by  more  recurrences  and  sometimes  urinary 
incontinence.  The  fistula  that  is  near  or  involves 
the  ureteral  orifice  is  a special  problem. 

Second,  it  is  important  to  know  if  tlie  fistula 
has  more  than  one  opening.  This  is  not  uncom- 
mon. There  may  be  a linear  or  diagonal  scar 
in  the  bladder  wall  with  a fistula  at  either  end. 
Also,  there  may  be  a fistula  that  runs  sub- 
mucosally  for  a short  distance  and  terminates 
in  multiple  openings.  Defects  in  the  bladder 
which  radiate  from  the  fistula  itself  must  be 
seen  and  carefully  described,  since  these  repre- 
sent weak  areas  in  the  bladder  wall.  A rei  ir 
suture  that  goes  through  one  of  these  dek  ' 
may  result  in  a recurring  fistula. 

Third,  incrustations  and  stone  formation  must 
be  searched  for.  These  must  be  eliminated  be- 
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fore  any  surgical  repair  is  instituted.  These  are 
the  result  of  urea-splitting  organisms  which  are 
prevalent  in  an  alkaline  urine.  Irrigations  of  the 
bladder  with  solution  G and  administration  of 
antibiotics  or  sulfonamides  are  beneficial. 

Fourth,  each  fistula  should  be  threaded  with 
a silk  or  linen  thread  at  the  completion  of  the 
examination.  This  is  a very  helpful  guide  for 
the  surgeon  at  the  time  of  repair,  and  is  of 
real  value  in  exposing  the  fistula,  particularly 
if  the  vaginal  approach  is  used. 

The  fistulas  which  I wish  to  discuss  in  this 
communication  are  the  most  frequently  encoun- 
tered following  pelvic  surgery.  Those  located 
in  the  posterior  wall  or  trigone;  those  involving 
the  urethral  sphincter;  those  adjacent  to  the 
ureter  and  those  involving  the  ureteral  orifice 
itself.  The  fistula  which  involves  the  urethral 
sphincter  most  often  is  a complication  of  vaginal 
hysterectomy  or  repair  of  cystocele.  The  others 
that  I mentioned  usually  are  a complication  of 
total  abdominal  hysterectomy. 

In  previous  communications  I have  detailed 
and  emphasized  the  technical  errors  that  may 
account  for  these  defects.  Also,  I have  attempted 
to  show  how  these  accidents  might  be  prevented. 
Therefore  I will  not  refer  to  them  here. 

FISTULA  INVOLVING  THE 
URETERAL  ORIFIGE 

This  is  important  for  two  reasons:  (a)  It  is 
the  most  fixed  part  of  the  ureter  in  its  entire 
course;  (b)  the  upper  urinary  tract  on  the  af- 
fected side  is  compromised.  The  fistula  may  be 
a uretero-vesico-vaginal  fistula  so  that  the  re- 
pair will  be  somewhat  different  than  it  would 
be  if  the  fistula  is  just  adjacent  to  the  orifice 
and  does  not  involve  it  directly. 

The  problem  of  importanee  is  whether  there 
is  an  associated  ureteritis,  ureterectasis,  pyelitis, 
hydronephrosis,  nephritis  or  eortical  abseesses. 
In  spite  of  injury  to  the  ureter  or  its  orifiee  the 
kidney  may  continue  to  have  good  drainage, 
and  if  so  the  chances  are  good  that  troublesome 
infeetion  with  chills  and  fever,  will  rapidly  sub- 
side and  the  kidney  can  be  saved.  Rut  if  the 
orifice  is  partially  obstructed  the  kidney  may  be 
so  involved  that  the  safest  procedure  is  a neph- 
rectomy, providing  there  is  a normal  kidney 


on  the  opposite  side. 

If  the  ureter  and  kidney  pelvis  are  almost 
normal,  the  ureter  may  be  reimplanted  into  the 
bladder  about  an  inch  above  its  original  loca- 
tion. Most  of  these  ureters  will  function  nor- 
mally if  not  obstructed  where  they  enter  the 
bladder.  The  fistulous  defect  in  the  bladder 
can  be  repaired  later,  easily,  since  the  new  ori- 
fice is  well  removed  from  the  fistula. 

Rather  than  do  two  separate  procedures,  ab- 
dominal and  vaginal,  I would  like  to  suggest 
that  the  entire  operation  be  done  vaginally  or 
transvesieally  at  one  time.  A catheter  is  placed 
in  the  ureter  by  the  surgeon  at  the  time  of  re- 
pair. An  incision  is  then  made  along  each  side 
of  the  ureteral  meatus  for  about  IV2  cm.,  (Fig. 
1 ) thus  freeing  the  ureter  and  elevating  it  with- 
in the  bladder.  The  defect  in  the  bladder  is  then 


Fig.  I.  An  incision  1.5  cm.  is  made  along  each  side  of  ureteral 
meatus  elevating  the  meatus  within  the  bladder. 

repaired  up  to  and  behind  the  new  ureteral 
orifice.  (Fig.  2).  The  catheter  is  then  brought 
out  the  urethra  and  left  in  place  for  one  week. 
This  is  essentially  a reimplantation  of  the  ureter, 
but  it  is  done  intravesically. 

This  same  technique  can  be  used  with  advan- 
tage in  closing  a fistula  which  is  adjacent  to 
the  ureter  but  does  not  involve  it.  These  fistulas 
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Fig.  2.  Repair  of  defect  below  and  behind  the  ureter.  Catheter 
in  ureter  and  out  the  urethra. 


often  recur  since  there  is  not  sufficient  bladder 
tissue  of  good  quality  to  effect  a closure.  There- 
fore the  ureter  should  be  raised  somewhat  to 
permit  good  closure  behind  the  ureteral  orifice. 
After  healing  has  been  complete  the  ureteral 
meatus  will  be  seen  sitting  on  a mound  or  stump 
but  functioning  satisfactorily. 

FISTULA  IN  OR  NEAR  THE  INTERNAL 
URETHRAL  SPHINCTER 
This  fistula  is  one  that  after  repair  may  pro- 
duce insufficiency  of  the  sphincter  from  scar 
tissue.  Total  urinary  incontinence  has  been 
known  to  occur.  It  is  one  of  the  most  difficult 
to  close  and  about  the  only  type  where  a cys- 
tostomy  should  be  performed,  since  it  is  in- 
advisable to  leave  a urethral  catheter  adjacent 
to  the  area  of  repair.  A recurring  fistula  is  not 
uncommon  in  this  region.  If  the  repair  is  not  too 
extensive  but  adequate,  the  patient  may  be 
placed  on  intermittent  catheterization  for  two 
to  three  days  until  she  can  void.  The  passage 
of  urine  over  the  suture  line  is  not  as  detrimental 
as  leaving  a urethral  catheter  in  the  bladder. 

METHODS  OF  APPROACH  AND 
SURGICAL  REPAIR 

I have  discussed  many  times  the  types  of  pro- 
cedures in  these  cases  and  have  repeatedly  sug- 
gested the  advantages  of  the  vaginal  approach 


in  95%  of  all  of  them.  But  actually  I doubt 
if  it  makes  very  much  difference.  The  same 
results  will  be  attained  by  meticulous  surgeons. 
The  method  should  be  selected  which  is  the 
most  satisfactory  in  his  hands,  that  is,  which 
permits  the  greatest  percentage  of  successful 
closures.  I need  not  mention  here  the  numerous 
techniques  which  have  been  described  for  trans- 
vesical repair  of  these  fistulas.  My  feeling  is 
that  they  are  more  difficult  than  vaginal  repair, 
more  time-consuming  and  entail  much  more  dis- 
ability for  the  patient.  Any  abdominal  incision 
invites  more  risk  and  morbidity  than  a vaginal 
one.  It  is  disturbing  to  have  a recurring  fis- 
tula after  an  abdominal  closure  of  a vesical  fis- 
tula. Recurrence  after  a vaginal  closure  is  not 
so  depressing  to  the  patient,  since  she  has  not 
been  disabled  very  much. 

However,  there  are  certain  fistulas  that  must 
be  done  abdominally.  These  are  the  high  fis- 
tulas developing  in  the  vaginal  vault.  A fistula 
which  you  cannot  expose  or  visualize,  you  should 
not  attempt  to  repair  vaginally.  These  usually 
are  fixed  from  an  inflammatory  process  which 
is  caused  from  attachment  to  the  sigmoid  in 
some  instances.  If  this  is  the  situation,  then 
in  time  there  will  be,  most  likely,  a rectovesico- 
vaginal  fistula.  An  abdominal  approach  is  de- 
finitely indicated  to  dispose  of  both  the  bladder 
fistula  and  the  sigmoidal  problem. 

I feel  quite  sure,  myself,  that  the  vaginal  ap- 
proach to  other  vesicovaginal  fistulas  has  many 
advantages  over  other  methods  as  regards  both 
the  patient  and  the  surgeon.  The  patient’s  con- 
valescence certainly  is  much  smoother.  Mobili- 
zation and  excision  of  scar  tissue,  which  are  of 
the  utmost  importance  in  a successful  closure  of 
a fistula,  can  be  more  easily  accomplished.  I 
would  like  to  re-emphasize  this  point  once  more 
since  we  all  know  that  scar  tissue  does  not  heal 
well  and  is  a predisposing  factor  to  recurrence. 
Some  surgeons  hesitate  to  do  this  for  fear  of 
making  the  fistula  larger.  It  does  not  matter 
at  all  how  much  larger  you  make  it.  Fresh 
tissue  always  heals  (letter  and  faster. 

As  previously  stated,  exposure  and  moiv.  \- 
tion  are  prerecpiisitcs  to  accurate  excis?  -m  ol  v r 
tissue  and  surgical  repair.  The  ]->atieni  posi- 
tion on  the  table  to  accurately  \isoalizc  t!i('  iieUl 
is  best  done  in  the  Krasko  position  with  the  but- 
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tocks  well  elevated  by  means  of  Pender’s  frame. 
If  a Sims  speculum  is  placed  under  the  perineum 
with  good  retraction  by  the  second  assistant, 
the  entire  anterior  vaginal  wall  and  vault  are 
directly  exposed.  A clear  understanding  of  the 
pelvic  anatomy  with  the  patient  in  this  posi- 
tion is  necessary. 

A vertical  incision  which  surrounds  the  fistula 
will  permit  you  to  see  at  once  the  extent  of  the 
scar  tissue.  The  fistula  will  always  be  larger 
after  this,  and  you  can  examine  both  ureteral 
orifices.  The  peritoneal  cavity  frequently  is 
opened  as  the  scar  is  removed.  The  Sims  specu- 
lum is  now  frequently  replaced  by  a Deaver 
retractor,  which  extends  into  the  peritoneal  cav- 
ity so  that  satisfactory  exposure  within  the  ab- 
domen is  obtained;  the  condition  of  any  remain- 
ing adnexa  on  either  side  can  be  noted,  as  well 
as  whether  any  loops  of  intestine  are  attached 
that  might  become  obstructed  later.  The  sig- 
moid should  be  carefully  taken  away  from  the 
region  of  the  bladder. 

The  next  step  is  to  attempt  to  discover  in 
which  direction  the  fistula  extends  if  other  than 
directly  through  the  vesical  wall.  The  extent 
of  scar  tissue  is  now  determined,  and  com- 
pletely excised.  The  vaginal  flaps  may  have 
to  be  separated  farther  laterally  and  the  pub- 
ocervical  fascia  arranged  for  proper  utilization. 
These  can  only  be  done  vaginally  to  advantage. 

The  manner  in  which  the  edges  of  the  bladder 
are  sutured  together  is  extremely  important.  The 
plan  should  simulate  that  of  an  enteronastomosis 
of  the  small  bowl  which  seems  to  me  to  offer  the 
greatest  assurance  against  leakage.  The  small  in- 
testines, for  example,  contain  semi-liquid  feces 
and  if  leakage  occurs,  general  peritonitis  and  per- 
haps death  may  follow.  The  bladder  with  water 
in  it  should  be  just  as  carefully  put  together  to 
prevent  leakage  as  in  the  case  of  the  bowel.  The 
edges  of  the  bladder  should  be  brought  together 


with  absorbable  suture  material.  I use  three  rows 
of  No.  00  chromic  catgut.  The  first  row  picks  up 
the  mucosa,  a continuous  suture  going  directly 
through  the  mucosa.  The  second  and  third  rows 
begin  and  end  well  beyond  the  previous  suture. 
After  the  third  row  of  sutures  has  been  placed, 
it  is  wise  to  put  some  interrupted  stitches  of 
chromic  catgut  No.  1 in  the  midportion  of  the 
region  of  repair.  In  the  majority  of  instances 
it  is  better  to  repair  the  defect  transversely  or 
diagonally  rather  than  anteroposteriorly.  Closure 
of  the  vaginal  wall  should  be  done  anteroposter- 
iorly in  the  direction  in  which  excision  of  the 
scar  of  the  vaginal  wall  was  done.  This  adds 
length  to  the  vagina  instead  of  shortening  it. 

CAUSES  OF  FAILURE  OF  SURGICAL 
REPAIR 

It  is  my  opinion  that  any  discussion  of  the 
surgical  treatment  of  vesicovaginal  fistula  is  in- 
complete without  stating  some  of  the  most  com- 
mon causes  of  failure.  These  have  been  stated 
before,  but  should  be  repeated  for  emphasis. 
Among  them  are  the  following:  (1)  Inadequate 
exposure  from  various  positions;  (2)  failure  to 
excise  accurately  all  scar  tissue  of  the  walls 
of  both  the  vagina  and  bladder;  (3)  too  early 
operative  intervention;  (4)  closure  of  the  wall 
of  the  bladder  under  too  much  tension;  (5)  ac- 
cumulation of  blood  between  the  vaginal  wall 
and  the  bladder,  or  hemorrhage  directly  into  the 
bladder;  (6)  failure  to  adhere  to  the  method 
of  closure  which  protects  the  upper  and  lower 
angles  of  the  suture  line. 

RESULTS 

The  results  of  surgical  treatment  should  be 
determined  on  each  type  of  fistula  rather  than 
on  the  entire  group.  The  problem  of  surgical 
repair  is  often  different.  The  time  element  since 
the  accident  occurred,  and  the  number  of  re- 
peat repairs,  influence  the  result.  However,  if 
we  confine  our  results  to  closure  of  all  types 
and  conditions  it  is  88%,  cures. 


Since  1946,  annual  admissions  in  all  hospitals  have  increased  over  50  per  cent; 
the  number  of  employees  has  increased  more  than  75  per  cent;  and  total  expendi- 
tures have  increased  from  just  under  $2  billion  to  more  than  $7  billion. 

( American  Hospital  Association ) 
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Q- FEVER 
(Coxiella  burnetti) 

V.  H.  Ueckert,  D.V.M.,  M.P.H. 
Stanford  F.  Farnsworth,  M.D.,  M.P.H. 


Q-Fever,  first  discovered  in  Australia  in  1987,  became  recognized  as  an  im- 
portant cause  of  human  illness  during  World  War  11  in  the  Mediterranean 
theatre.  Since  that  time  it  has  been  found  in  many  areas  of  the  United  States, 
especially  in  California.  Infection  with  the  rickettsial  agent  of  this  disea.se  usually 
results  in  an  atypical  pneumonia  in  humans.  Fortunately,  aureomycin  is  fairly 
effective  in  treatment. 

Infection  exists  enzoologically  in  animals  raised  for  meat  and  milk.  Trans- 
mission is  by  air-borne  dessemination  of  the  infectious  agent  in  contaminated 
premises,  such  as  barns,  meat  processing  plants,  etc.  Raw  milk  from  infected 
cows  may  serve  as  a source  of  infection. 

Laboratory  tests  have  shotvn  that  milk  samples  from  86  per  cent  of  the  dairies 
supplying  milk  for  Maricopa  County  give  evidence  of  the  presence  of  Q-Fever 
infection  among  the  cattle  supjdying  the  milk.  Proper  pasteurization  will  render 
such  milk  safe  for  consumption. 

So  far  there  has  been  little  investigation  of  human  infections  in  Arizona.  How- 
ever, in  one  brief  and  limited  serological  survey  of  several  hundred  human  sera 
in  Maricopa,  five  individuals  with  immune  bodies  were  revealed. 

The  Maricopa  Health  Department  plans  to  keep  a close  look-out  for  additional 
human  cases  and  for  an  extension  of  the  disease  among  cattle.  It  is  suggested 
that  physicians  keep  the  diagnosis  of  Q-Fever  in  mind  when  dealing  with 
patients  having  signs  of  atypical  pneumonia. 


Q-FEVER  is  one  of  the  latest  diseases  to  be 
added  to  the  list  of  the  zoonoses  of  public  health 
importance  that  now  exist  in  Maricopa  County 
and  the  United  States.  A preliminary  survey, 
conducted  by  the  Maricopa  County  Health  De- 
partment, of  producing  dairies  in  Maricopa 
County  indicates  that  an  astronomical  86%  of 
dairy  herds  are  infected  with  Q-fever. 

The  early  etiology  of  the  disease  was  not  com- 
pletely understood  by  its  discoverer.  Derrick  ( 1 ) , 
in  Australia.  Because  Derrick  had  many  ques- 
tions that  remained  unanswered  about  the  dis- 
ease it  posed  a “query,”  hence  the  name  Q-fever. 

Dr.  Ueckcrt  is  Public  Health  Veterinarian  with  the  Maricopa 
County  Health  Department.  Dr.  Farn.sworth  is  Director  of  the 
Department. 


Since  the  discovery  of  the  disease  agent  (Ricket- 
tesia  burnetti)  approximately  twenty-five  years 
ago,  the  disease  has  been  determined  to  be  a 
menace  to  public  health  and  has  been  found 
to  infect  significant  proportions  in  51  countries 
on  five  continents. 

The  disease  was  first  reported  in  the  United 
States  in  Montana  in  1941  by  Hesdorfer  and 
Dulfaloe(2).  Following  tliis,  sc\eral  outbrepl 
of  the  new  disease  entity  were  recognized  ’ tl 
United  States.  Since  Young’s(3)  inw  'U 
of  the  outbreaks,  a section  of  tlu'  Ro  i- 

tain  Laboratory  of  the  U.  S.  T il  i ; ' th 

Service  in  Ilainilton,  Montana  lias  vlaxatcil 

to  the  study  of  Q-ftA  cr. 
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About  ten  years  ago  a detailed  study  was 
made  of  all  of  the  rickettsia  and  their  nomen- 
clature(4).  As  a result,  the  seientific  name  of 
the  causitive  organism  of  Q-fever  was  ehanged 
from  Rickettsia  hurnetti  to  Coxiella  burnetti. 

This  study  demonstrated  that  when  C.  burnetti 
was  compared  with  R.  Proivazeki  (louse-borne 
typhus)  the  new  organism  was  filterable,  much 
more  resistant  to  chemical  and  physical  agents, 
and  incapable  of  inducing  the  production  of  ag- 
glutinins to  the  Proteus  organism  (Weil-Felix 
Reaction ) . In  addition,  humans  infected  with 
the  new  agent  did  not  exhibit  the  skin  rash 
typical  of  other  rickettsial  diseases. 

CLINICAL  PICTURE  IN  MAN 

The  clinical  picture  in  man  is  one  that  poses 
a problem  for  the  physician.  The  diagnosis  may 
be  difficult  to  make.  During  the  first  few  days  of 
the  patient’s  illness,  prior  to  the  pulmonary  le- 
sions, the  disease  may  resemble  many  acute  fe- 
brile conditions  that  are  evident  in  typhoid,  para- 
typhoid, influenza,  meningitis,  dengue,  sandfly 
fever,  malaria,  nonicteric  leptospirosis  and  other 
rickettsial  diseases.  After  the  pulmonary  changes 
develop,  Q-fever  resembles  primary  atypical 
pneumonia,  acute  bacterial  pneumonia  and  other 
diseases  that  are  capable  of  producing  pulmonary 
changes.  Here  in  Arizona,  Q-fever  may  resemble 
coccidioidomycosis.  The  above  mentioned  pul- 
monary changes  were  noted  by  Rivers  who 
stated  that  in  almost  all  patients,  even  the  mildly 
ill,  the  x-rays  demonstrated  evidence  of  pul- 
monary involvement.  ( 5 ) 

Mortality  from  the  disease  is  usually  low  as 
was  illustrated  by  the  outbreaks  recorded  by 
the  Commisison  on  Acute  Respiratory  Disease 
during  and  following  World  War  II.  (American 
Journal  of  Hygiene,  44,  133,  1946). 

Since  many  cases  are  subclinical  and  go  un- 
treated, many  questions  remain  unanswered 
about  treatment.  However,  studies  made  by 
Clark  and  Lennette(6)  indicate  that  aureomycin 
is  useful  in  treatment  (3  to  4 grams,  orally  daily) 
for  several  days.  Terramyein  is  considered  equal- 
ly as  useful,  but  it  is  believed  that  penicillin, 
streptomycin,  and  sulfonamides  are  of  little 
value. 


Q-FEVER,  A PURLIC  HEALTH 
PROBLEM  IN  ARIZONA 

Several  years  ago  DiSalvo  and  Wertman(7) 
conducted  a study  of  Q-fever  in  animals  in 
Arizona. 

In  this  animal  study,  the  complement  fixation 
technique  was  employed.  The  results  of  this 
survey  indicated  that  Yuma  and  Phoenix  had 
the  largest  number  of  positive  serum  reactors 
(Phoenix  area  — 36  or  39.6%  of  the  91  cows 
tested  and  Yuma  — 80  or  75.5%  of  the  106  cows 
tested. ) A small  number  of  goats  were  tested 
and  there  was  evidence  that  a large  percentage 
of  these  goats  had  been  exposed  to  C.  burnetti. 
Of  the  751  cattle,  sheep,  and  goats  tested,  299 
or  30.5%  were  positive  reactors  for  Q-fever  when 
the  complement-fixation  technique  was  used. 

Since  Q-fever  has  such  broad  host  range  (nu- 
merous wild  and  domestic  animals,  ticks,  and 
man),  the  disease  could  become  a definite  pub- 
lic health  problem  with  serious  consequences. 
In  addition  to  the  occupational  hazard  to  dairy- 
men, veterinarians,  sheep  herders,  and  slaughter- 
house workers,  every  individual  who  drinks  raw 
milk  may  be  drinking  milk  which  contains  C.  bur- 
netti. Important  characteristics  of  the  disease 
are  that  in  cows  the  agent  is  found  in  the  lac- 
tating  mammary  gland  or  gravid  uterus.  Exten- 
sive contamination  of  the  environment  occurs 
from  the  causative  organisms  expelled  in  in- 
fected fluids  and  placentas  discharged  at  par- 
turition. Once  introdueed  into  an  area  it  read- 
ily infects  other  animals  — infecting  up  to  45% 
of  animals  within  six  months.  It  is  relatively 
resistant  to  dessication,  is  capable  of  being  air- 
borne, and  since  the  feces  of  ticks  and  feces  and 
secretions  of  cattle  may  contain  these  organisms 
the  possibility  of  infection  is  great.  ( 8 ) Questions 
related  to  the  results  of  pasturization  of  milk 
infected  with  the  organism  have  not  been  com- 
pletely answered.  The  flash  method  (161°F.  for 
15  seconds)  has  resulted  in  the  destruetion  of 
the  rickettsia,  but  the  “hold”  or  vat  pasturiza- 
tion (I43°F.  for  30  minutes)  has  given  incon- 
sistent results,  with  the  belief  that  organisms 
surviving  this  method  would  not  constitute  a 
minimal  infectious  dose  for  man.(9)  Another 
interesting  fact  is  that  some  dairy  workers  get 
free  milk,  often  unpasteurized,  as  part  of  their 
salary,  not  to  mention  the  raw  milk  that  is 
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probably  sold  by  some  dairies  and  the  one  cow 
“dairy”. 

COXIELLA  BURNETT!  IN  MARICOPA 
COUNTY 

The  incidence  of  this  disease  in  humans  in 
Maricopa  County  has  not  yet  been  determined. 
However,  early  in  1959,  Doctor  K.  T.  Maddy 
and  Doctor  Lauri  Luoto  ( 10 ) used  serum  col- 
lected from  some  packing  bouse  workers  in  the 
Phoenix  area  for  a preliminary  screening  of  in- 
dividuals that  might  have  contracted  the  dis- 
ease. The  results  indicated  that  3 out  of  228 
workers  had  been  infected.  A continuation  of 
this  screening  program  has  been  carried  on  at 
the  Alaricopa  County  Health  Department  in- 
volving 545  human  sera.  Of  the  545  capillary 
tube  agglutination  tests  on  human  sera  from  food 
handlers,  2 were  positive.  A screening  of  milk 
from  dairy  cattle  was  initiated  by  Doctor  K.  T. 
Maddy  and  Doctor  Lauri  Luoto,  resulting  in 
about  40%  of  the  144  dairy  cows  tested  having 
a positive  reaction  for  Q-fever. 

In  addition  to  the  study  of  human  sera  con- 
ducted by  the  Maricopa  County  Health  Depart- 
ment a preliminary  survey  of  the  producing  dair- 
ies has  been  done.  Of  the  358  producing  dairies 
in  Alaricopa  County,  approximately  86%  of  the 
herds  were  positive  for  Q-fever.  The  samples 
tested  were  obtained  by  taking  a sample  of  milk 
from  a tank  in  which  the  dairy  owner  had  com- 
bined all  the  milk  from  his  producing  animals 
( pooled  sample  or  composite  herd  sample ) . 
This  does  not  indicate  per  cent  of  individual 
animals  infected  but  does  indicate  dairy  herd 
infection.  All  specimens  were  screen  tested  by 
means  of  the  capillary  agglutination  test.  This 
test  is  a simple,  rapid  and  economical  test  ap- 
plicable to  either  milk  samples  or  serum.  The 
pooled  milk  represented  a dilution  of  milk  from 
infected  animals  by  that  from  uninfected  ani- 
mals in  the  same  herd.  All  positive  reactions 
were  recorded  without  regard  to  degree  of  posi- 
tivity since  this  was  a screening  survey.  The 
test  reactions  varied  from  slightly  positive  to 
strongly  positive. 

No  attempt  was  made  to  isolate  Coxiella  bur- 
netii because  facilities  were  not  available,  but 
all  positive  milk  samples  were  retested  to  valid- 
ate the  first  test  readings.  (The  Arizona  State 
Laboratory  conducted  a similar  screening  with 


results  as  high  as  88%  positive.)  All  procedures 
were  described  by  Dr.  Lauri  Luoto,  Senior  Vet- 
erinarian at  the  Rocky  Mountain  Laboratory, 
Hamilton,  Alontana,  and  the  antigen  was  fur- 
nished by  Dr.  Luoto. 

FUTURE  Q-FEVER  PROGRAMS  IN 
MARICOPA  COUNTY 

The  County  Health  Department  has  faced  the 
fact  that  it  is  dealing  with  an  animal  disease 
agent  which  survives  adverse  conditions,  is  read- 
ily airborne  and  is  one  that  eventually  spills 
over  into  the  human  population  as  a result  of 
universal  infection  of  animals  within  a particu- 
lar region. 

Euture  programs  will  be  guided  by  the  evalua- 
tion of  the  results  of  the  pooled  milk  from  the 
358  producing  dairies  in  Maricopa  County. 

Eurther  evaluation  of  these  studies  of  pooled 
milk  is  required  before  a definite  program  can 
be  initiated,  but  the  following  tentative  program 
is  scheduled: 

BOVINE 

1.  Capillary-tube  agglutination  tests  on  pool- 
ed raw  milk  from  each  of  the  producing  dairies 
will  be  done  periodically. 

2.  Follow-up  on  selected  herds  for  periodic 
studies  to  ascertain  changes  in  infection  status. 

3.  Dairy  animals  imported  into  area  will  be 
followed  if  negative  at  time  of  arrival. 

4.  Infection  of  various  species  will  be  studied. 

5.  A vaccination  evaluation  program  is  antici- 
pated through  the  assistance  of  the  U.S.P.H.S. 
Rocky  Mountain  Laboratory. 

6.  Air  sampling  around  infected  dairies. 

HUMAN  SERUM  SURVEY 

1.  Normal  sources  — pre-employments,  etc. 

2.  Selected  Pluman  Serum 

a.  Non-occupational  groups  will  be  studied 

( 1 ) Hospitalized  patients  — cspcciallv 
upper  respiratory  eases 

(2)  Some  diagnostic  scrums 

b.  Occupational 

Slaughter  house  and  rendering  ai- 

ployers,  farmers,  \ eterinarians,  as>d  dairy 
workers. 
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c.  Miscellaneous  Studies. 

(1)  Epidemological  investigation  will 
be  made  in  all  positive  human  cases. 

Like  most  newly  recognized  diseases  that  con- 
stitute a menace  to  public  health,  Q-fever  will 
create  eonfusion  in  various  segments  of  the  popu- 
lation, but  confusing  as  it  may  be,  the  problem 
must  be  faced  by  physicians,  health  agencies, 
veterinarians,  farmers  and  residents  of  the 
county. 

(Note:  Because  90%  of  milk  consumed  in  the 
State  is  produced  in  Maricopa  County,  a state 
wide  screening  program  will  be  initiated  by  the 
Maricopa  County  Health  Department  with 
the  cooperation  of  Dr.  Phil  Hotchkiss,  Public 
Health  Veterinarian  for  the  Arizona  State  De- 
partment of  Health.) 
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State  Health  Dept,  now  on  leave  at  University  of  California  for 
work  on  Dr.  degree;  Luoto,  Lauri,  D.V.M.,  M.P.H.,  Senior  Veter- 
inarian at  USPHS,  Rocky  Mountain  Laboratory,  Hamilton,  Mon- 
tana; Maddy,  K.  T.,  Senior  Veterinarian  formerly  assigned  to 
the  Arizona  State  Dept,  of  Health  and  now  with  Div.  of  Air 
Pollution,  USPHS,  Washington,  D.  C. 


HOSPITALS,  DOCTORS,  AND  DOLLARS 

Hospitals,  Doctors,  and  Dollars,  by  Robert  M.  Cunningham,  Jr.,  editor  of 
The  Modern  Hospital  magazine,  examines  such  subjects  as  hospital  public  rela- 
tions, hospital  economics,  professional  organizations,  and  nursing  and  personnel 
problems.  It  critically  discusses  many  current  — and  often  controversial  — topics, 
including  trends  and  developments  in  prepayment  for  hospital  and  medical 
services,  the  role  of  government  in  providing  medical  care,  political  activities 
of  medical  organizations,  and  the  emergence  of  hospital  administration  as  a 
profession. 

Cunningham  writes  with  an  insider’s  knowledge  but  an  outsider’s  point  of 
view.  He  provides  a sound  basis  for  improved  understanding  between  hospital 
administrators  and  doctors  using  hospital  facilities. 
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Emotional  Struggles  In  Adjusting  To  Old  Age. 
Resume  Of  Some  Of  The  Important  Points. 


Beverley  T.  Mead,  M.D. 


liisi 


A., 


SsSi 


Pressures  of  social  change  are  demanding  that  more  physicians  concern  them- 
selves with  problems  of  the  aged,  emotional  as  well  as  physical.  The  demand 
will  increase.  If  this  doesmot  stimulate  us  to  more  interest  and  activity  in  this 
field,  let  us  also  consider  that  the  day  'will  come  when  we  will  wish,  in  our  own 
" !!  old  age,  that  more  was  known  and  more  was  done  in  the  field  of  geriatrics. 

.'>4,4  The 'factors  affecting  and  creating  emotional  problems  ^in  the  elderly  are 
reviewed.  Practical  approaches  to  their  resolution  and  management  are  suggested. 


IT  IS  obvious  that  all  of  us  throughout  our 
lives  need  to  maintain  a feeling  of  self-esteem 
and  satisfaction.  In  old  age,  with  less  future 
to  look  forward  to,  the  need  is  as  great  or 
greater  than  before,  but  our  sources  of  satis- 
faction diminish.  This  is  the  greatest  single  fac- 
tor in  considering  emotional  problems  of  the 
aged.  Physical  limitations,  loss  of  friends,  in- 
ability of  maintaining  the  former  degree  of  suc- 
cess in  earning  a living,  are  all  incidental  to  it. 

In  helping  the  elderly  to  an  improved  adjust- 
ment, whatever  the  physician  suggests  should 
relate  in  some  way  to  increasing  or  sustaining 
the  elders’  sources  of  satisfaction.  Fortunately, 
man  is  pretty  flexible  and  inventive  and  serious 
problems  of  old  age  adjustment  belong  to  a 
minority.  Still,  this  minority  is  increasing  in 
actual  numbers,  if  not  in  percentage  of  the  total 
geriatric  population.  Some  reasons  for  this  are 

Summary  of  an  address  presented  at  the  Symposium  on  Aging, 
The  Hotel  Westward  Ho,  Phoenix,  Arizona,  March  IS,  1961. 

To  appear  shortly  in  Postgraduate  Medicine. 


our  increasing  life  expectancy,  our  shift  to  urban 
living,  our  earlier  and  often  enforced  retirement, 
and  loosening  of  family  ties. 

What  can  the  physician  do?  First,  remember 
that  prevention  is  the  strongest  weapon.  The 
earlier  in  life  that  one  anticipates  the  necessit)’ 
for  change  and  prepares  himself  with  a variety 
of  interests  and  an  eagerness  for  new  experi- 
ences, the  less  concern  or  anxiety  will  appear  in 
the  declining  years.  Second,  the  connotation  of 
“retirement”  must  be  changed.  Retirement 
should  not  be  an  end;  it  should  be  regarded 
as  a beginning.  Even  an  increase  in  o\er-all 
activity  may  occur.  A good  definition  for  re- 
tirement could  be  “When  you  stop  doing  wha! 
you  have  to  do  and  start  doing  what  >011  >■  nl 
to  do.”  Third,  the  “what  >'ou  want  to  do"  >■ 
tirement  may  include  recreation,  but  rccrc'atioi'.i! 
activities  should  not  lake  up  moiv  M:  u-  fiil\ 
jicr  cent  ol  the  acti\c  time.  A good  i>ai(  the 
rclircmciit  acti\ity  must  be  in  niore  ^cK-uui  - 
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tive  or  creative  pursuits.  Fourth,  retirement 
plans  may  follow  the  pattern  of  the  previous 
life’s  work,  but  some  of  the  most  successful  ones 
come  from  total  departures  from  former  activi- 
ties. Fifth,  remember  that  retirement  “work” 
need  not  demand  financial  returns.  For  the  old- 
timer  in  particular,  the  sense  of  a necessary  job 
well  done  is  usually  more  important  than  the 
income.  Sixth,  community  plans  for  elderly  mem- 
bers are  to  be  commended,  but  almost  invari- 
ably too  much  emphasis  is  placed  on  recreation 
and  external  appearances.  Seventh,  caution  the 
agitator  who  wants  to  solve  the  problems  of  re- 
tirement by  post^Doning  the  day  of  it.  The  per- 
son who  is  not  prepared  for  retirement  at  65 
will  not  be  ready  at  70  or  75. 

In  working  with  elderly  people  we  must  ac- 
cept some  increase  in  emotional  lability  and 
some  return  to  behavior,  which,  like  a child’s, 
is  more  concerned  with  immediate  and  super- 
ficial satisfactions.  Such  behavior  usually  reflects 
a mechanism  of  denial,  rather  than  mental  de- 
terioration, and  one  can  rarely  realistically  make 
long-range  plans  at  such  a time.  More  compli- 
cated variations  of  this  denial  mechanism  are 


unexpected  religious  conversions,  food  faddism, 
and  nosily  minding  other  people’s  business.  Re- 
assurance to  the  children  and  friends  that  this 
is  not  unusual  or  serious  behavior  may  be  the 
only  action  necessary. 

Fortunately  now  we  have  available  many 
medications  which  may  help  modify  the  trouble- 
some moods  of  elderly  patients.  Too  many  phy- 
sicians think  of  the  tranquilizers  and  antidepres- 
sants as  more  valuable  for  younger  patients. 
Extra  caution  may  be  indicated  with  elderly  pa- 
tients, but  certainly  do  make  maximum  use  of 
available  medication. 

Pressures  of  social  change  are  demanding  that 
more  physicians  concern  themselves  with  prob- 
lems of  the  aged,  emotional  as  well  as  physical. 
The  demand  will  increase.  If  this  does  not  stimu- 
late us  to  more  interest  and  activity  in  this 
field,  let  us  also  consider  that,  if  we  are  for- 
tunate, the  day  will  come  when  we  will  wish 
in  our  own  old  age  that  more  was  known  and 
more  was  clone  in  the  field  of  geriatrics.  We 
must  not  let  our  own  fears  of  old  age  take  our 
interest  from  the  geriatric  patient. 


MUrray  1-2301 


SYcamore  5-9901 


2900  E.  Del  Mar  Bivd. 

(formeihj  Blanche  Street) 


PASADENA,  CALIFORNIA 


Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
i located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 

CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.  KENNETH  P.  NASH,  M.D. 
ETHEL  FANSON,  M.D.,  F.A.C.P.  STEPHEN  SMITH  III,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HARRIET  HULL  SMITH,  M.D. 

HERBERT  A.  DUNCAN,  M.D.  JOHN  W.  LITTLE,  M.D. 

DONALD  C.  BALFOUR,  JR.,  M.D. 

GERTRUDE  J.  JACKSON,  M.S.,  Psychology 


Volume  18,  No.  9 


Arizona  Medicine 


23A 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 





‘CORTISPORIN’ 


brand  Ointment 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


The  combined  spectrum 
j of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


SI 


‘NEOSPORIN’ 


brand  Antibiotic  Ointment 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 





Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vz  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vz  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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^~Phere’s  a lot  of  satisfaction  in  pointing  out  some- 
thing  good  to  a friend.  That’s  why  it  sometimes 
happens  that  one  cigarette  out  of  a pack  of  Dual  Filter 
Tareytons  never  does  get  smoked. 

People  open  it  to  show  its  remarkable  Dual  Filter 
containing  Activated  Charcoal.  They  may  not  know 
why  it  works  so  well,  but  they  do  know  this:  it  brings 
out  the  best  taste  of  the  best  tobaccos.  Yes,  Tareyton 
delivers  the  flavor  . . . and  the  Dual  Filter  does  it! 

Try  a pack  of  Dual  Filter  Tareyton.  We  believe  the 
extra  pleasure  they  bring  will  soon  have  you  passing 
the  good  word  to  your  friends. 


Tareyton  delivers  the  flavor  . . . 
DUAL  FILTER  DOES  IT! 


HERE’S  HOW:  1.  It  combines  a 
unique  inner  filter  of  ACTIVATED 
CHARCOAL  . . . definitely  proved  to 
make  the  taste  of  a cigarette  mild  and 


smooth  . . . 

2.  with  a pure  white  outer  filter.  To- 
gether they  select  and  balance  the 
flavor  elements  in  the  smoke.  Tareyton’s 
flavor-balance  gives  you  the  best 
taste  of  the  best  tobaccos. 


DUAL  FILTER 


Product  of  <J^ 
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It  takes  so  little  to  trigger  an  asthmatic  attack... 


it  takes  so  little  MOR6  to  control  it... 
the  simple  addition  of  ;it;irJIX  to  your  classic  anti- 
asthmatic therapy  increases  therapeutic  success  even  in 

riiffiPIlIt  n^tiPntQ  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.— an 

Ull  I lUUI  L |JCI  ilCII  Ld  antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.’ 

Ephedrine  sulfate  25  mg.— to  reduce  congestion.  Theophylline  130  mg. 
—for  bronchospasmolysis, 


"Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates."*  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  "...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved.”* 

If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  "little  MORE”  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, in  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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...motion- Stopping  radiographic  speed 
is  built  into  every  Patrician  “200” 


With  the  G-E  Patrician  “200”  diagnostic  x-ray 
package,  you  can  enjoy  savings  and  still  not 
sacrifice  needed  power.  This  is  important.  For, 
only  ample  x-ray  output  will  assure  you  ex- 
posure speed  sufficient  to  overcome  common 
motion-blurring  problems.  The  Patrician  com- 
bination provides  this  and  more  in  every  detail 
for  radiography  and  fluoroscopy.  For  example: 
full-size  81"  tilting  table  . . . independent  tube- 
stand  . . . counterbalanced  (not  counterpoised) 
fluoroscopic  screen  or  spot-film  device  . . . fine 
focus  x-ray  tube  . . . fluoroscopic  shutter-limit- 
ing device  to  confine  radiation  to  screen  area 


. . . automatic  x-ray  tube  overload  protection. 

Ask  about  renting:  Through  the  G E 
Maxiservice®  plan,  you  can  have  this  com- 
plete Patrician  “200,”  plus  maintenance,  parts, 
tubes,  insurance,  and  paid-up  local  taxes  — 
all  wrapped-up  by  a modest  monthly  fee. 
Details  available  from  your  G-E  x-ray  repre- 
sentative listed  below. 


"^ogress  Is  Our  Most-  important  "^oduct 

GENERAL^ELECTRiC 


CONTACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 

821  W.  Adams  St.  • ALpine  4-0181 
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Available  in  C;> 


benzthiazide 


in  edema 
and  hypertension 
achieves  82%  of 
its  diuretic  effect 
in  six  hours‘ 

[NaClex  works  fast.  Does  its  work  quickly, 
[thoroughly,  safely— then  lets  your  patient 
Lrest.  Completes  82%  of  its  excess  fluid  loss 
[within  6 hours,  over  96%  within  12  hours^ 

, . an  unsurpassed  potency.  Useful  also  in 
long  or  short-term  treatment  of  congestive 
heart  failure,  obesity,  pre-menstrual  tension; 
50  mg.  tablets. 

1.  Ford,  R.  V.;  “Human  Pharmacology  of  a 
New  Non-Mercurial  Diuretic;  Benzthiazide," 
Cur.  Ther.  Research,  2:51,  1960. 

For  more  information,  ask  your  Robins 
representative  or  write: 

A.  H.  Robins  Company,  Inc. 

Richmond  20,  Virginia 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels— 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  d egree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 
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USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  P.  O.  Box  2184,  Fullerton, 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  u'  1 
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Medical  Society  of  the  United  States  and  Mexico 


Guide  Posts  to  Accomplishments 


The  Medical  Society  of  the  United  States  and 
Mexico  has  reached,  in  point  of  years,  maturity 
and  experience,  a position  which  enables  its 
founding  members  to  sharpen  their  hindsight  and 
assess  their  labors,  their  observations  and  their 
results  so  as  to  better  orient  their  prespective 
for  future  planning. 

After  five  years  of  living  and  working  with 
the  thoughts,  ideals  and  aspirations  of  this  So- 
ciety, we  have  become  increasingly  aware  of  its 
mission.  We  have  also  become  conscious  of  the 
fact  that  the  Society,  as  a purposeful  operational 
unit,  so  to  speak,  has  a good  deal  of  substance 
and  has  assumed  great  responsibiliLes.  We  have 
also  become  cognizant  of  many  other  avenues  of 
productive  activity  encompassed  in  their  basic 
aims  and  tenets. 

The  current  resurgence  of  interest  in  Latin 
American  affairs  and  the  revamping  of  our  own 
intrahemispheric  foreign  policy  spurred  by  the 
recent  events  in  Cuba,  indicates  that  a reassess- 
ment of  our  Latin  neighbors  is  in  progress.  This 
has  made  us  more  acutely  aware  of  the  actual 
and  potential  missions  of  our  organization. 

The  outgoing  President’s  speech  (Dr.  W.  R. 
Manning)  given  at  the  inaugural  session  of  our 
last  meeting  in  Guadalajara  in  November  1960, 
(See  Arizona  Medicine,  Vol.  18-No.  4,  pp  33-A) 
might  well  serve  as  a guidepost  to  the  accomp- 
lishments this  Society  should  set  its  sights  on. 

Our  raisons  d’etre  fall  into  three  categories: 
scientific,  political  and  social.  Our  scientific  and 
professional  interests  serve  as  the  common  de- 
nominator that  primarily  motivates  our  getting 
together  in  a common  language  that  binds  us 
professional  men  and  women  from  two  border- 
ing countries.  More  specifically,  we  should  strive 
to  bring  to  the  level  of  discussion  such  scientific 


items  that  are  of  peculiar  interest  only  to  the 
medical  people  of  Mexico  and  the  United  States, 
such  as  Public  Health  problems  of  the  border 
areas  and  those  in  the  post  graduate  educational 
field  of  internship  and  residency  training. 

Our  political  endeavors  should  stimulate  our 
Mexican  brothers  and  ourselves  to  work  toward 
an  habitual  attitude  of  tacit  diplomacy  in  all 
our  mutual  dealings.  There  should  permeate  our 
thinking  a subconscious  drive  for  friendly  rap- 
prochement. We  should  sell  America  no  less 
than  we  should  expect  the  Mexicans  to  sell 
Mexico  to  our  receptive  ears.  We  should  bear 
our  standards  with  persuasion  and  clarification 
rather  than  with  haughtiness  and  disdain. 

The  social  aspect  of  our  organization  concerns 
itself  with  the  development  of  friendships 
through  our  joint  activities.  It  is  no  more  than 
the  individual  extension  of  the  diplomatic  atti- 
tude. It  includes  linguistic  efforts  on  both  sides 
as  well  as  the  exercise  of  courtesy,  understanding 
and  generosity,  and  the  desire  to  know  and 
ajipreciate  each  other  better. 

In  these  three  provices  in  which  the  purposes, 
ideals  and  missions  of  the  Medical  Society  of 
the  United  States  and  Mexico  thrive,  we  the 
members  should  operate  diligently  and  be  moti- 
vated accordingly. 

We  definitely  abhor  the  thought  that  our 
Society  is  no  more  than  a travel  agency  for 
pleasure  trips,  but  we  are  proud  of  the  members 
who  join  in  our  activities,  driven  by  the  in- 
terests, ideals  and  ambitions  set  forth  above. 

With  these  thoughts  to  ponder  about  we  an- 
ticipate the  pleasure  of  your  company  at  our 
next  meeting  in  Hermosillo,  Sonora  on  Decem- 
ber 6,  7,  8,  1961. 


Juan  E.  Fonseca,  M.D. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


I 

I 


Of  Serving  The  Physicians  Of  Arizona 

j For  twenty-five  years  the  physicians  of  Arizona  have  been 
suggesting  the  Budget  Plan  for  Health.  The  plan  that  pro- 
vides  payment  of  the  doctor’s  fee  quickly  and  allows  his  pa- 
tient to  meet  his  financial  obligation  on  convenient  monthly 
I payment  terms  at  bank  rate  of  interest. 

' Suggesting  the  Budget  Plan  for  Health  has  earned  the  doctor 
; goodwill  from  his  patient  because  a paid  patient  is  a satis- 
fied patient.  The  patient  appreciates  the  doctor’s  thoughtful- 
I ness  in  making  available  the  Budget  Plan. 

^ In  addition  to  financing,  the  Medical  & Dental  Finance  Bureau 
provides  pre-collection  and  collection  services  as  well  as  man- 
agement service  that  helps  doctors  run  their  offices  in  a busi- 
! nesslike  manner. 

I SUGGEST  THE  BUDGET  PLAN  FOR  HEALTH! 


I 


D 


pa 


I First  Street  at  Willetta  • Phoenix  • AL  8-7758  i 
^ 31  North  Tucson  Boulevard  • Tucson  • MA  3-9421 

1 456  North  Country  Club  Drive  • Mesa  • WO  4-566F 
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1961  — 70th  Annual  Convention 
Arizona  Medical  Association 


Leslie  B.  Smith,  M.D. 


Again,  we  have 
completed  a most 
successful  scientific- 
business  meeting,  or 
so  I have  been  told 
by  many.  The  total 
registration  was  419, 
exceeding  all  previous 
years.  This  registra- 
tion is  equal  to  over 
40%  of  our  member- 
ship. This  is  a dis- 
tinctive record  and 
one  to  which  we  can 
point  with  pride.  Spot 
checks  revealed  that 
the  attendance  at  each  of  the  scientific  sessions 
averaged  approximately  100,  and  actually  there 
were  87  in  attendance  at  the  next  to  last  paper 
and  55  were  in  attendance  for  the  last  scientific 


presentation.  Considering  the  diversity  of  sub- 
ject material  presented,  these  attendance  figures 
testify  as  to  the  quality  of  our  speakers  and 
the  subject  material  presented. 

Although  the  general  report  relating  to  the 
convention  was  to  attest  its  excellency,  we  know 
that  it  was  not  perfect.  We  have  again  received 
the  same  constructive  criticism  of  the  past, 
namely,  that  the  scientific  papers  do  not  cover 
all  the  special  fields  of  medicine.  The  custom 
of  the  past  was  continued  this  year,  namely, 
that  of  rotating  from  year  to  year  the  scientific 
subjects  covered  on  a proportionate  basis;  thus 
any  single  year  will,  of  necessity,  have  omissions. 
This  deficiency  can  only  be  avoided  when  our 
membership  attendance  becomes  sufficiently 
large  to  afford  an  opportunity  to  successfully 
schedule  concurrent  sessions. 

Anyone’s  analysis  of  a convention  such  as  ours 
must  be  tempered  by  the  fact  that  heretofore 


Leslie  B.  Smith,  M.D. 
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the  scientific  sessions  have  been  programmed  by 
inexperienced  amateurs  who  served  only  one 
year. 

The  changes  in  the  bylaws  this  year,  relative 
to  the  Scientific  Assembly  Committee,  will  place 
the  future  responsibility  in  the  hands  of  those 
who  will  have  continuing  experience.  As  we  con- 
tinue to  grow  our  conventions  will  become  more 
meaningful  to  greater  numbers  of  our  members. 

A poll  of  our  exhibitors  revealed  their  gen- 
eral satisfaction.  They  stated  that  our  doctors 
were  much  more  cooperative  and  friendly  than 
had  sometimes  been  true  in  the  past.  These 
gentlemen  deserve  our  commendation  because 
of  their  excellent  demeanor  as  was  illustrated  by 
one  of  our  out-of-state  registrants  who  stated,  “I 
have  never  seen  exhibitors  who  were  so  non- 
offensive, who  did  not  try  to  trip  you  — grab 
you  by  the  collar  or  otherwise  force  one  to 
review  their  materials  — they  all  acted  like 
friendly  gentlemen.” 

To  the  individual  members  of  the  Scientific 
Assembly  Committee  this  year,  I wish  to  extend 
my  commendation  for  their  cooperation  and 
guidance.  I wish  to  particularly  extend  my  per- 
sonal appreciation  to  Dr.  Roland  F.  Schoen, 


whose  reliability  and  performance  was  again  of 
significant  excellency.  We  were  again  aware  of 
the  superb  functioning  of  our  executive  secre- 
taries and  their  staff,  who  so  laboriously  handled 
the  mechanical  problems  with  their  usual  pro- 
fessional knowhow. 

During  the  past  year,  180  personal  communi- 
cations relative  to  the  Scientific  program  were 
issued  by  me  through  my  office  and  a like  num- 
ber were  processed  by  the  Association’s  central 
office.  These  letters  were  in  addition  to  the  many 
phone  calls  and  telegrams.  As  Chairman  of  the 
program,  I found  it  a most  nerve  wracking  ex- 
perience ( as  illustrated  by  one  speaker  can- 
celling his  appearance  after  the  official  program 
had  gone  to  press).  It  was  an  educational  ex- 
perience and  one  which  gave  me  a sense  of 
gratification;  however,  one  which  I prefer  never 
to  duplicate. 

Your  Scientific  Assembly  Committee  next  year 
will  have  as  its  Chairman,  Richard  O.  Flynn, 
M.D.,  Tempe,  and  Clarence  E.  Yount,  M.D., 
President-Elect,  as  Co-Chairman,  who  will  wel- 
come your  suggestions  and  personal  desires  re- 
lative to  next  year’s  program. 

See  you  in  the  big  top  and  hall  next  year. 


psychiatry  and  neuroi 


psycho^ 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D. 


HAL  J.  BREEN,  M.D 


INEZ  P.  DUNNING,  M.A. 


T.  RICHARD  GREGORY,  M.D. 


DERALD  G.  MAY,  M.D. 


HAROLD  E.  McNEELY,  Ph.D. 


ROBERT  C.  SHAPIRO,  M.D. 


WILLIS  L.  STRACHAN,  M.D. 


IRENE  M.  JOSSELYN,  M.D 


JOHN  R.  ZELL,  M.D. 


clinical  psychology 
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vertigo  is  reversible 


Aatlwt  stops  vertigo 

moderate  to  complete 
relief  of  symptoms 
in  9 out  of  10  patients^ 

Prescribe  one  ANTIVERT  tablet  (or  1-2  teaspoonfuls  ANTIVERT  syrup)  3 times  dally,  before 
each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  disorders.  Side  effects 
are  short-lived,  usually  only  harmless  flushing  and  tingling  associated  with  vasodilation.  As 
with  all  vasodilators,  ANTIVERT  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic  acid 
50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


And  for  your  aging  patients— 
NEOBON®  Capsules 
five-factor  geriatric  supplement 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


within  minutes 


relax  painful  skeletal  muscle  spasm-  with 

roba:kin 


Metliocarbainol  ‘Rol)ins’  U.S.  Pal.  No.  2770649 


INJECTABLE 

WITHOUT  DROWSINESS  assure  continued  relaxation  wx 


MOBAXJ 


Mclliocarbainol  ‘Robins’ 

l^uhlished  studies  sliow  l\OHA\lN  I n jeclaMe 
ill  9()'f  of  cases  testc'd. 


and 


' h 

K(>H\\IA  lalib  O'- 


|irii-"ili  i.ii 


I .ilcral  lire  available  lo  ))liysieiaiis  on  re(ine>l. 

SUPPl.Y:  Roiiaxin  'I’ablels,  ()..'>  (lin.  Iwliile.  scored)  in  bollli'  ol  .lU  .iini  'Uil  1\hk\\i\ 
Injec'laltle,  eaeli  ampul  eonlaininj;  1.0  (»m.  ol  mel lioeai  baned  in  111  ■ ol  'lenle  -.olnlion. 

A.  II.  ROniNS  CO..  l!\<:..  Rivhmoml  20.  I ilixinia 


leads  to  visceral  distress... 


restore  normal  smooth  muscle  function 
through  dependable  autonomic  sedation 

The  uniformly  dependable  antispasmodic-sedative  action  of  DONNATAL 
relieves  hypermotility,  hypertonicity  and  spasticity  of  smooth  muscle 
at  all  levels  of  the  gastrointestinal  tract:  pharynx,  esophagus,  stomach,  small 
intestine  and  large  intestine. 

Donnatal  incorporates  natural  belladonna  alkaloids  in  optimal  synergistic 
ratio,  supplemented  by  phenobarbital  in  low  dosage,  for  concurrent  control  of 
both  somatogenic  and  psychogenic  factors. 


For  dosage  flexibility  — 


Antispasmodic  maintenance  under  a t.i.d.  dosage  regimen 

For  prolonged  effects  — 


# TABLETS 
CAPSULES 
ELIXIR 


%bi 


mis 


EXTENTABS' 


JNNATAL 

All-day  or  all-night  spasmolytic  benefits  on  a single  dose,  equal  to  the  effect  of  one  DONNATAL  tablet  uniformly  sustained  for  10  to  12  hours. 


IKi 


Hyoscyamine  sulfate 
Atropine  sulfate 
Hyoscine  hydrobromide 
Phenobarbital 


In  each  Tablet, 
Capsule,  or  5 cc.  Elixir 

0.1037  mg. 
0.0194  mg. 
0.0065  mg. 

(}U  gr.)  16.2  mg. 


In  each 
Extentab 

0.3111  mg. 
0.0582  mg. 
0.0195  mg. 
(%  gi'-)  48.6  mg. 


DON  NATAL  B: 

natural  belladonna  alkaloids  with  phenobarbital 
Prescribed  by  more  physicians  than  any  other  antispasmodic 


A.  H.  ROSINS  CO 

RICHMOND  20. 

Making  today's  medicines  wlii-  ii  cegrity. 
seeking  tomorrow’s  with  persist - nee 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depi’ession 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a feiv  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


imoothi,  balanced  action  lifts 

lepression  as  it  calms  anxiety... 

Rapidly  and  safely 


alances  the  mood  •— no  “seesaw” 
ffect  of  amphetamine -barbiturates 
nd  energizers.  While  amphetamines 
id  energizers  may  stimulate  the  patient 
they  often  aggravate  anxiety  and 
msion. 

nd  although  amphetamine-barbiturate 
imbinations  may  counteract  excessive 
Emulation— t/iey  often  deepen  depression. 

ji  contrast  to  such  “seesaw”  effects, 
[eprol’s  smooth,  balanced  action  lifts 
jpression  as  it  calms  anxiety— both  at  the 
ime  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibliogrctpliy  (13  clinical  studies,  858  patients)•.^.  Alexander,  L.  (35  patients):  Chemotherapy 
of  depression  — Use  of  meprobamate  combined  with  benoctyzine  (2-diethylominoethyl  benzilote)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benoctyzine  hydrochloride  (Deprol)  as  adiunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benoctyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 

Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 

New  jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 

Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 

J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  In  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benoctyzine  hydrochloride)  in  the  office  treatment  of  depression. 

M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 

Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 

Exper.  Psychopath.  In  press,  April-June  1960. 

Oosag^e:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  tc 
3 tablets  q.i.d. 


Deprol^' 


Composition:!  mg.  2-(Iiethylaminocthyl  benzilat’ 
chloride  (benactyzine  IICl)  and  400  mg.  mep 
Supplied:  Bottles  of  50  light-pink,  scored  tab'  - .e 

for  literature  and  samples. 

WALLACE  LABORATORIES/  Cranbury,  N.  J. 
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For  a better  way  to  treat  headache, 

prescribe  Trancojorin® 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal®,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 
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Editorials 


1961  Legislation 
Concerning  Eye  Care 


The  state  legislature  in  Pennsylvania  has  just 
introduced  House  bill  No.  1205  to  the  benefit 
of  the  Opticians  of  that  state  to  broaden  the 
definition  of  Optometry.  This  bill  suggests  the 
elimination  of  prohibition  against  Optometrists 
using  drugs  and  extends  their  scope  of  care 
to  include  “diagnosis  of  the  human  eye.”  The 
Act  would  permit  Optometrists  to  apply  “any 
and  all  preventive  and  corrective  methods  other 


than  surgery  for  the  aid,  correction,  and  relief 
of  the  human  eye,  its  associated  structures,  ap- 
pendages and  functions.” 

The  National  Medical  Foundation  for  Eye 
Care  is  aware  of  the  moves  by  Optometrists  in 
some  parts  of  the  nation  to  extend  their  eye 
care,  and  in  some  instances  to  eliminate  and 
prevent  by  legislation  physicians  from  doing 
refractions.  Similar  bills  have  been  introduced  in 
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“The  material  in  this  journal  is  not  copyrighted.  We  would 
like  to  ask  that  anyone  using  material  from  it  note  the  previous 
publication  in  ARIZONA  MEDICINE.” 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  seseral  times  to  correct 
it,  esirccially  for  spelling  and  punctuation. 

.5.  Manuscripts  .should  be  typewritten,  double  spaced,  and 
the  original  and  a carhon  copy  suhmitted. 

6.  Exclusive  Publication  — Articles  are  accept  for  ; ,h- 
lication  on  condition  that  they  are  contributed  solely  m ..us 
Journal.  Ordinarily  contributors  will  be  notified  within  'iO 
days  if  a manuscript  is  accepted  for  publication.  Every  ; iiort 
will  he  made  to  return  unused  manuscripts. 

7.  Reprints  will  he  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  offici:d  stand  of  The  .Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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other  states  over  the  country,  but  this  is  one 
of  the  most  extreme  statutes  proposed  in  1961, 
and  its  consequences  if  enacted  in  Pennsylvania 
can  readily  be  foreseen  in  other  states. 

A.  K.  Hansen,  M.D. 


WHAT  '^MEDICAL  AUTHORITIES'^ 
SAY  ABOUT  DROPS 

A special  report  from  the  National  Medical 
Foundation  for  Eye  Care  deals  with  the  recent 
distribution  of  pamphlets  by  Optometrists  on 
the  subject  of  the  use  of  drops  in  the  examination 
of  eyes.  The  pamphlet  quotes  six  persons  all 
supposedly  “medical  authorities”  who  in  gen- 
eral are  against  the  use  of  mydriatics  or  cyclo- 
plegics  for  eye  examination.  All  doctors  are  sup- 
posedly M.D.’s  and  many  associated  with  uni- 
versities with  very  impressive  titles  behind  their 
names.  The  foundation  gathered  information 
about  these  certain  medical  authorities  from  its 
investigations,  and  found  that  none  of  the  six 
were  associated  with  any  university  nor  had  one 
been  a professor  of  Ophthalmology.  One  of  the 
doctors  had  been  in  the  Federal  Penitentiary.  A 
A textbook  supposedly  written  by  one  could 
not  be  found  or  identified.  All  but  one  of  the 
“doctors”  is  dead. 

It  was  interesting  to  note  that  the  instructions, 
which  accompanied  the  pamphlets  suggested 
that  the  pamphlets  not  be  used  indiscriminately, 
but  only  given  to  patients  who  inquire  about 
drops;  and  that  they  should  not  dwell  on  the 
doctors  since  all  are  deceased  except  one. 

This  publication  is  another  evidence  of  the 
effort  being  made  by  some  Optometrists  over  the 
country  to  discredit  cycloplegics  in  the  exam- 
ination of  eyes.  It  is  aimed  at  Ophthalmologists 
who  as  a general  rule  routinely  use  a cycloplegic 
or  a mydriatic  in  the  examination  of  the  eyes. 
An  accurate  evaluation  of  the  refractive  error 
in  some  myopic  individuals  can  be  obtained 
without  the  use  of  cyclopegics,  but  in  most  in- 
stances when  a patient  is  being  refracted  for 
the  first  time,  a cycloplegic  offers  the  most  ac- 
curate evaluation  of  that  patient’s  refractive  error 
as  well  as  affording  a widely  dilated  pupil 
through  which  the  examination  of  the  ocular 
media  and  fundus  can  be  facilitated. 

A.  K.  Hansen,  M.D. 


September,  1961 

EDITOR'S  NOTES 

If  and  when  a medical  school  is  established 
in  Arizona,  there  is  no  question  that  all  of  us 
want  a good  medical  school.  At  present  Arizona 
is  very  low  among  the  land  grant  colleges  in 
the  payment  to  its  faculty.  To  date  there  is  little 
dissension  or  discussion  that  the  University  of 
Arizona  has  established  the  best  academic 
standards  in  the  State.  The  final  fact  remains 
that  ward  patients  are  extremely  important  and 
significant  in  good  post-graduate  training. 

All  of  these  must  be  woven  together  in  the 
final  decision  by  the  Board  of  Regents  and  the 
State  Legislature  to  obtain  the  best,  not  to 
establish  what  is  just  adequate. 

Thirty  per  cent  of  surgical  procedures  per- 
formed today  are  preventative  rather  than  cura- 
tive or  palliative  in  nature.  There  are  four  major 
types : 

1.  Removal  of  gastric  ulcers  if  they  do  not 
respond  within  three  weeks  to  medical  man- 
agement; 10%  of  these  lesions  become  malignant. 

2.  Removal  of  polyps  of  the  colon,  for  6% 
are  malignant  at  the  time  of  removal  and  24% 
will  necessitate  later  removal  because  of  cancer. 

3.  Removal  of  the  gallbladder  with  stones,  for 
there  is  proving  to  be  an  increasing  frequency  of 
association  of  stones  and  cancer. 

4.  Removal  of  thyroid  nodules  because  of  the 
frequency  with  which  the  lesions  become  ma- 
lignant. 

Dr.  Jonathan  E.  Rhodes 
Chairman,  Department  of  Surgery 
University  of  Pennsylvania 

There  are  recent  studies  that  make  one  ques- 
tion the  necessity  for  this  theoretically  preventa- 
tive surgery.  Removal  of  gastric  ulcers  is  indi- 
cated. There  is  a definite  question  that  pol>q)s 
of  the  colon  are  pre-malignant  lesions.  The  fre- 
quency of  association  of  gallstones  and  cancer 
is  limited.  Work  at  the  M.  D.  Anderson  Hospital 
does  not  bear  out  our  thought  that  cancer  of  the 
thyroid  arises  in  a previously  existing  adenoma 
of  the  thyroid.  However,  until  better  methods 
of  detection  and  more  confirmatory  proof  exists 
we  must  agree  with  Dr.  Rhodes’  recommenda- 
tion; only  when  these  lesions  are  under  the 
miscroscope  do  we  know  which  gastric  lesion  is 
malignant,  which  colon  ployp  is  a cancer,  or 
which  thyroid  nodule  is  the  malignant  one. 
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Dr.  Oscar  T.  Clagett,  of  the  Mayo  Clinic,  has 
shown  that  patients  with  “silent  gallstones”  who 
do  not  have  them  removed  as  an  elective  pro- 
cedure, 50%  will  eventually  develop  symptoms 
and  diffieulty  beyond  the  magnitude  that  should 
be  encountered  for  simple  cholelithiasis.  One 
may  question  the  frequency  of  association  of 
cancer  and  gallstones;  one  can  hardly  refute  the 
prophylactie  effeetiveness  of  choleeysteetomy  for 
the  silent  stone. 

It  is  extremely  difficult  to  make  people  aware 
of  things  of  the  future  and  more  difficult  to  get 
them  to  do  something  about  it  unless  there  is 
an  immediate  assoeiation  with  the  person. 

Population  eontrol  by  the  means  of  eugenies 
is  not  for  us  in  our  generation.  For  us  to  tell 
future  men  what  they  are  to  be  like  is  incon- 
ceivable. That  choiee  must  be  made  in  that 
future  date  in  the  world,  changed  as  it  will 
be  at  that  time.  Our  efforts  must  be  limited  to 
leaving  them  a world  that  is  tolerable. 

Sir  Charles  Snow 

We  do  not  have  the  facts  to  arrive  at  solid 
opinions.  “What  do  human  beings  want  to  do 
with  their  lives?” 

Rene  J.  Dubos 

Birth  eontrol  is  now  an  official  function  of 
the  government  of  India.  They  have  1,000  clinics 
today,  plan  to  have  8,000  in  five  years. 

Chagla 

The  population  explosion  is  second  in  im- 
portance to  the  hydrogen  bomb.  We  need  to 
bring  the  birth  rate  to  balanee  with  the  death 
rate.  Social  unrest  will  develop  as  a result  of 
overpopulation. 

Aldous  Huxley 

Three  cases  of  rupture  on  the  lesser  curvature 
near  the  gastro-esophageal  junction  in  normal 
stomachs  are  reported  after  the  therapeutic  ad- 
ministration of  oxygen. 

New  England  Journal  of  Medicine 
June  8,  1961,  Vol.  264,  No.  23 

Would  it  not  be  a catastrophe  to  discover  the 
cause  of  old  age  and  so  indefinitely  postpone 
death. 


We  are  not  emotionally  prepared  to  discuss 
problems  remote  in  time  and  yet  existing  today. 
It  is  difficult  to  enlist  interest  in  any  of  these 
questions. 

The  saving  of  ehildren  with  hereditary  defects 
in  many  cases  may  magnify  the  medical  prob- 
lems of  future  generations. 

The  physician  must  act  according  to  the  ethics 
of  the  soeiety  to  whieh  he  belongs.  Consequently, 
many  of  the  moral  and  social  issues  as  they 
relate  to  medicine  must,  or  probably  most  eor- 
reetly  should  be  solved  by  society  as  a whole 
and  not  by  the  medieal  profession  alone. 

In  recent  years  and  decades  we  have  been 
eliminating  the  adaptive  potential  of  the  indi- 
vidual, possibly  to  the  detriment  of  the  race. 

The  cost  of  disease  control  will  not  decrease 
with  years.  New  disease,  under  new  situations, 
will  present  new  problems  that  are  just  as  costly 
as  the  problems  that  are  with  us  today. 

Rapid  changes  in  the  fields  of  technology, 
make  that  the  development  of  genes  can  no 
longer  keep  up  a rate  of  adaptation  equal  to 
the  rate  of  alteration  of  our  environment. 

By  1970,  75%  of  the  people  of  the  United 
States  will  be  huddled  on  10%  of  its  land  mass. 

Frequently,  medieal  evidence  is  sueh  that  it 
would  cause  us  to  act  now,  even  though  the 
evidence  is  inadequate  from  the  legal  point  of 
view. 

Mkirfare  is  the  greatest  potential  disease  of 
mankind. 

Technological  cynicism  is  greatest  in  the  more 
advanced  society. 

Fall-out  from  nuclear  deaths  to  date  'nc' 
reached  a point  as  to  cause  more  than  MKi  OO 
genetic  deaths. 

One  cannot  face  truth  without  sacrilit  ing  sunu 
other  \ aluc. 
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LETTERS  TO  THE  EDITOR 


June  17,  1961 

Dear  Editor: 

Dr.  Carl  A.  Holmes’  article  printed  in  the 
July  1961  issue  on  WHY  (relating  to  an  amend- 
ment to  the  Benevolent  and  Loan  Fund)  is  five 
pages  of  contradictions  and  inconclusive 
thoughts. 

Dr.  Holmes  states  his  proposed  fund  will  give 
us  all  peace  of  mind  for  our  retirement  as  well 
as  for  our  wife  and  children  if  some  catastrophic 
condition  should  occur.  He  is  very  specific  about 
the  amount  we  are  to  invest,  but  states  that  there 
is  no  guarantee  that  we  will  get  anything  except 
consideration  from  a committee.  He  also  states 
that  in  case  the  plan  is  abandoned  in  the  future 
— your  peace  of  mind  is  gone  — that  no  doctor 
may  recover  any  of  the  principal. 

He  further  states  that  if  a young  doctor  cannot 
get  $1,000  together  to  give  to  the  fund,  he  had 
better  leave  Arizona.  He  then  turns  around  to 
say  that  almost  every  year  a doctor  dies  in  this 
state  who  has  been  starving  for  years.  Where 
does  the  starving  doctor  get  the  $1,000  to  start 
payment  into  the  fund? 

The  medical  profession  has  turned  down  Social 
Security  and  has  been  overwhelming  for  a 
voluntary  plan  for  retirement  and  yet  Dr.  Holmes 
would  start  us  on  a compulsory  plan  at  the  state 
level. 

He  states  that  Social  Security  is  virtually 
bankrupt  and  that  the  $200  a month  would  be 
slow  starvation.  Whether  you  are  for  Social 
Security  or  not  has  no  bearing  on  this  because 
his  plan  doesn’t  guarantee  one  red  cent. 

The  fund  as  set  up,  he  admits,  wouldn’t  pro- 
vide enough  income  for  20  years  or  more;  yet 
the  older  doctor  is  compelled  to  support  a re- 
tirement program  that  promises  him  absolutely 
nothing. 

Dr.  Holmes  states  in  one  paragraph  that  his 
own  feeling  is  that  the  plan  after  5 years  could 
guarantee  $5,000  or  more  a year  annual  income, 
however,  this  is  provided  one  passes  a means 
test  and  has  received  his  consideration  from  a 
committee  and  providing  no  deaths  occur  during 
the  next  20  years. 


He  further  elaborates  on  the  fact  that  after 
one’s  first  payment  one  is  eligible  for  disability 
payments  provided  he’s  been  in  the  Association 
for  10  years,  requirement  of  a minimum  age,  a 
doctor’s  certificate  of  health,  a definite  waiting 
period  when  above  a certain  age  and  that  when 
the  involuntarily  retired  are  taken  care  of  — if 
there  is  any  income  left  — each  voluntarily  re- 
tired doctor  would  get  an  equal  share  of  the 
remainder.  So  after  you  have  passed  through  the 
red  tape  you  might  get  an  equal  share  of  some- 
thing or  nothing. 

The  only  noncontradictory  statement  and  the 
one  I think  befits  this  amendment  is  when  Dr. 
Holmes  says  and  I quote  “After  taking  a few 
whiffs  on  my  favorite  opium  pipe,  I began 
to  think  big!”  What  a waste  of  the  Poppy. 

Sincerely  yours, 
William  R.  Sheppard,  M.D. 


July  3, 1961 

Dear  Darwin : 

There  is  an  article  in  the  New  England  Joimial 
of  Medicine  dated  June  22,  1961,  marked  “To 
Be  Heeded.”  This  artiele  draws  attention  to  the 
phototoxicity  of  demethylchlortetracycline  (De- 
clomycin ) . 

It  would  seem  that  in  sunny  Arizona  this 
warning  might  be  well  heeded. 

Most  sincerely  yours, 
Edwin  A.  Busse,  M.D. 

Editor’s  Note  — Article  follows: 

WARNING  TO  BE  HEEDED 

Over  a year  ago  reports  of  a much  exaggerated 
sunburn  reaction  in  some  patients  under  treat- 
ment with  demethylchlortetracycline  (1-3)  be- 
came available.  Although  the  authors  of  the  first 
reports  attributed  the  reactions  to  photosensi- 
tivity (1-2)  those  described  should  more  ap- 
propriately be  considered  as  cases  of  phototoxic- 
ity, ( 4 ) since  they  occur  only  on  exposed  surfaces, 
after  systemic  treatment,  do  not  recur  except 
under  similar  conditions  and  show  no  cross- 
sensitivity with  other,  related  drugs.  In  the  cases 
reported,  they  oecurred  after  the  patients  had 
been  under  treatment  for  four  days  or  longer 
and  with  at  least  the  usually  recommended  adult 
dosage  of  600  mg.  daily,  and  involved  only  areas 
of  skin  exposed  directly  to  strong  sunlight.  A 
warning  concerning  this  reaction  was  published 
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simultaneously  with  the  first  case  reports,(5) 
and  a similar  warning  has  subsequently  been 
included  among  the  precautions  accompanying 
advertising  material  and  package  inserts  of  this 
drug. 

Elsewhere  in  this  issue  of  the  Journal  there 
appears  a case  report  of  a physician  who,  in- 
advertently it  seems,  failed  to  heed  this  warning 
and,  as  a result,  suffered  a reaction  that  could 
easily  have  been  avoided.  The  reaction  requires 
direct  exposure  to  ultraviolet  rays  in  the  range 
that  is  encountered  in  the  north  temperate  re- 
gions only  during  the  summer,  late  spring  and 
early  fall,  and  may  occur  even  in  patients  whose 
skin  is  already  tanned  from  recent  exposures  to 
the  sun.  Patients  (including  physicians)  who 
may  be  exposed  to  direct  sunlight  and  in  whom 
treatment  with  a tetracycline  antibiotic  must  be 
continued  in  full  doses  for  more  than  three  days 
should  therefore  be  given  one  of  the  analogues 
other  than  demethylchlortetracycline.  At  the 
same  time  physicians  should  beware  of  other 
phototoxic  drugs,  including  chlorothiazides,  cer- 
tain tranquilizers  and  sulfonamides. 
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Chicago,  Illinois 
July  2,  1961 

Dear  Sir: 

Thank  you  very  much  for  the  copy  of  ARI- 
ZONA MEDICINE  which  you  sent  me.  Erom 
the  training  I received  in  the  Army  the  article 
on  gas  and  germ  warfare  ( May  1961 ) is  one 
of  the  finest  printed.  We  really  need  to  wake 
up  in  this  country. 

In  His  service, 
Lowell  Perkins 
3417  W.  Parker  Ave. 
Chieago  47,  Illinois 


THE  HOUSE  OF  HEALING 

Thre  House  of  Healing  by  Mary  Risley  — A fascinating  development  of 
medical  progress  in  hospitals.  From  the  father  of  medicine,  Imhotep,  with  a 
consideration  of  Rome’s  contribution  of  the  military  hospital,  the  brotherhood  of 
man  in  care  of  the  youth  and  aged  through  the  expression  of  nursing  and  hospital 
care  with  the  Knights  Templar  up  to  the  time  “when  man’s  right  to  shelter  and 
healing  was  recognized.”  This  is  an  excellent  review  with  an  understanding  of 
the  economic,  sociological  and  psychological  factors  that  have  influenced  the 
care  of  the  sick  and  aged  for  the  last  5,000  years. 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C . . 

Pyndoxme  Hydrochloride 
Calcium  Pantothenate  . . 
Vdtamm  B12 


25,000  U.  S.  P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

^Theragran'®  is  a Squibb  trademark 
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^ ^nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^ 

1.  Youmans,  J.  B.;  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  ‘Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 


disease.  ^ 2.  Kamp 


meier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 


arthritis  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . 


3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

T?  pcpaTplT  Sebrell,  W.  H,:  Am.  J,  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

VJUU1U..11.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.  6.0verholser,  W.,  and  Fong,  T.C.C.  In  Stieglltz,  E.  J,:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 

plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.^  7.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec.lO)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . . There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.’”'’ 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.;  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


lowers  motility 

controls  diarrhea 

Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 
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IN  COLDS  AND  SINUSITIS- 
THE  RIGHT  AMOUNT  OF  INNER  SPA 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


NEO-SYNEPHRINE' 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatmer' 
Neo-Synephrine  hydrochloride  is  available  in  nas;! 
sprays  for  adults  and  children;  in  solution?  ::jto 
%%  to  1%;  and  in  aromatic  solution  and  wal;  r 
soluble  jelly. 
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In  Memoriam 


Bernard  E.  Gorton,  M.D. 

1926  - 1961 


The  sudden  death,  due  to  Asthma,  of  Dr. 
Bernard  Gorton,  at  age  34,  on  April  26,  1961, 
who  had  recently  begun  practice  in  Phoenix,  not 
only  tragically  bereaves  his  wife,  Mary,  and  four 
sons,  Gary,  Gregg,  Ghristopher  and  Joel,  but 
deprives  his  colleagues  of  an  able  and  respected 
psychiatrist. 


Bernard  E.  Gorton,  M.D. 


A member  of  the  American  Psychiatric  Associ- 
ation, Dr.  Gorton  had  graduated  from  the  State 
University  of  New  York  College  of  Medicine  in 
1951.  He  had  post-graduate  training  at  Evangeli- 
cal Deaconess  Hospital  in  Detroit,  New  York 
Psychiatric  Institute,  and  Syracuse  Psychiatric 
Hospital. 

Prior  to  coming  to  Phoenix,  he  had  practiced 
in  Philadelphia  and  was  associated  with  the  Uni- 
versity of  Pennsylvania  Psychiatric  Hospital. 

During  the  brief  period  since  his  arrival  in 
Phoenix  in  July,  1960,  he  demonstrated  his  worth 
and  promise  clearly.  He  was  a member  of  the 
staffs  of  Good  Samaritan,  Mesa  Southside,  John 
C.  Lincoln  and  Camelback  Hospitals.  At  Good 
Samaritan  Hospital,  he  rendered  able  service  to 
the  Department  of  Electroencephalography.  He 
was  Acting  Director  of  the  Maricopa  County 
Child  Guidance  Clinic  and  Jane  Wayland  Child 
Center.  He  established  a psychiatric  “out-post” 
practice  in  Yuma.  Many  of  those  who  briefly 
knew  him  will  miss  his  modest  succintness,  his 
courageous  and  outspoken  adherence  to  high 
principles,  and  objectively  founded  opinions. 

He  is  survived  by  his  mother,  Mrs.  Hilda  Gor- 
ton, his  sister,  Madeline  Lendt,  both  of  New 
York.  His  wife,  Mary  Gorton,  and  four  sons 
remain  in  Tempe,  where  Mrs.  Gorton  is  now 
establishing  a Medical  Secretarial  Service. 

R.  E.  Duisberg,  M.D. 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different”  drugs 

Q does  not  produce  ataxia,  stimulate  the 
^ appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  depression,  Parkinson-like 
^ symptoms,  jaundice  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 
normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 

unmor/ced,  coated  tablets;  and  in  sustoined-re/eose 
capsules  as  MEPROSPAN®-400  and  MEPR05PAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobomote) . 

*TRADE-MARK 

WALLACE  LABORATORIES  / Craribury,  N.  j. 


Miltowir 

meprobamate  (Wallace) 


CM««790 
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The  cigarette  that  made  the  Filter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And.no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P.  LORILLARD  CO. 


A PRODUCT  OF  P.  LORILLARD  COMPANY  • FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 


Neav  evidence* demonstrites  the  effectiveness  of  Terra- 
mycin  in  otitis  media  . . . another  reason  for  the  trend 
to  Terramycin. 

In  a series  of  41  cases  of  otitis  media,  Terramycin  not 
only  “was  often  successful  where  other  antibiotics 
had  failed,”  but  also  showed  that  “it  is  extremely  well 
tolerated”;  oral  dosage  for  infants  was  250  to  375 
mg.  daily,  for  children,  500  mg.  to  i Gm.  In  many 
instances,  oral  therapy  was  preceded  by  intramus- 
cular injection  of  Terramycin. 

The  authors  concluded  that  “there  is  good  reason 
to  consider  it  [Terramycin]  one  of  the  most  effective 
agents  for  treatment  of  infection  of  the  upper  respira- 
tory tract.” 

These  findings  confirm  the  continuing  vitality  and 
broad-spectrum  dependability  of  Terramycin,  as  re- 
ported through  more  than  a decade  of  extensive  clini- 
cal use. 


SYRUP  PEDIATRIC  DROPS 

12$  mg.  per  tsp.  and  5 mg.  per  drop  (100  mg./cc.),  respectively 


deliciously  fruit-flavored  aqueous  dosage  forms  — 
conveniently  preconstituted 


Science  for  the  world's  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

*Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


In  brief  I 


The  dependability  of  Terramycin  in  daily  practice 
is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  order 
of  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organisms 
may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  are  rare.  Aluminum 
hydroxide  gel  may  decrease  antibiotic  absorption 
and  is  contraindicated. 

More  detailed  professional  information  available  on  request. 

another  reason  why  the  trend  is  to 
'Ttn^Lmycin— versatility  of  dosage  form: 

TERRAMYCIN  Capsules- 

2 SO  mg.  and  125  mg.  per  capsule — 
for  convenient  initial  or  ttiaintenance 
therapy  in  adults  and  older  children 
TERRAMYCIN  Intramuscular  Solution- 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — preconsti- 
tuted, ready  to  use  where  intra- 
muscular  therapy  is  indicated 


Z€ty  Semite  for  the  world's  well-being® 


Dear  Doctor: 

Reports  from  our  representatives  indicate  that  many  physicians  would  appreciate 
simplification  for  prescription-writing  purposes  of  the  names  of  Terramycin  products  in 
both  the  “plain”  and  the  “Cosa”  dosage  forms. 

The  “Cosa”  forms  originated,  you  may  recall,  on  the  basis  of  clinical  evidence  of  enhanced 
antibiotic  absorption  when  glucosamine  is  employed  in  oral  administration.  To  permit  each 
physician  individually  to  study  this  evidence  and  choose  which  form  he  would  prefer  to 
prescribe,  we  offered  Terramycin  in  both  forms  — that  is,  in  the  regular  Terramycin  forms 
without  glucosamine,  and  in  the  “Cosa”  forms  with  glucosamine. 

This  distinction  appears  to  be  no  longer  necessary  since  glucosamine,  a highly  acceptable 
excipient  for  oral  antibiotics,  now  is  being  incorporated  uniformly  in  all  such  forms, 
thereby  simplifying  nomenclature  and  your  prescription  writing. 

Accordingly,  and  effective  immediately,  forms  incorporating  glucosamine  will  be  offered 
simply  as  Terramycin  without  the  “Cosa”  prefix. 

To  make  clear  just  which  forms  are  affected,  please  refer  to  the  brief  tabulation  (below) 
of  Terramycin  dosage  forms  both  bejore  and  ajter  this  change.  We  are  also  requesting  our 
representative  to  call  on  you  at  an  early  date  to  answer  any  questions  that  may  arise. 

We  feel  certain  that  this  action,  prompted  by  your  comments  and  those  of  many  other 
physicians,  will  simplify  your  writing  of  prescriptions  for  Terramycin  products. 

We  welcome  your  comments  on  this  action  and  on  any  other  phase  of  our  operations, 
since  it  is  our  objective  to  render  every  service  as  efficiently  as  possible  to  our  friends 
in  the  medical  profession. 

Sincerely, 

Pfizer  Laboratories 


The  following  table  indicates  the  jontier  naine  and  the  ament  tiame  of  Terramycin 
systemic  preparations: 

FORMERLY  NAMED  NOW  NAMED 


Cosa-Terramydn®  Capsules 

Teppamycln®  Capsules* 

^ Cosa-Terrabon®  Oral  Suspension 

Teppamycln  Syrup 

Cosa-Terrabon  Pediatric  Drops 

....  • 

Teppamycln  Pediatric  Drops 

and  simpler  names  for  these  Terramycin-containmg  fonmdations : 


_ Cosa-Terrastatin®  Capsules 

Teppastatin®  Capsules 

>-r*'  ' ^ % r>  

I Cosa- lerrastatm  tor  Oral  Suspension 

Teppastatln  for  Oral  Suspension 

i Cosa-Terracydin®  Capsules 

Tfeppacydln®  Capsules 

. . . and  these  names  ranain  michcmged: 

Teppomycin  Intramuscular  Solution 
Teppamycln  Intravenous 


*Terramycin  Capsules  without  glucosamine  are  no  longer  available. 

The  clinical  versatility  of  Terramycin  is  enhanced  by  its  specialized  dosage  forms  adapted 
to  individual  needs— another  reason  for  the  trmd  to  Teiramycin. 
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drugs  anonymous 


One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic -name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 


How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . .” 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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Topics  of  Current  Medical  Interest 

Is  the  Effort  Worth  It? 


Thank  you  very  much,  President  Don  Conzett, 
of  Colorado  — of  Iowa.  You  have  talked  so  much 
about  these  Coloradians  that  I am  a little  bit 
allergic  to  being  from  Missouri,  and  especially 
from  those  Ozark  Hills,  but  I am  glad  to  be 
here. 

Honored  Guests:  It  is  good  to  see  you  all. 
'President-Elect  from  Colorado,  Dr.  Kenneth 
Sawyer,  Fellow  Delegates  and  all  of  you  saved 
saints  who  keep  coming  back  to  hear  my  story 
again  and  again:  1 am  proud  to  be  before  the 
Conference  of  Presidents  and  Secretaries  be- 
cause I understand  that  is  the  largest  single  audi- 
ence that  we  can  get  in  a meeting  of  the  Ameri- 
can Medical  Association  and  certainly  the  most 
valued,  the  most  dedicated  and  those  to  whom 
we  should  get  the  message  best. 

I am  not  from  Colorado,  as  our  distinguished 
President  said,  and  I am  smart  enough  to  know 
that  lesser  birds  cease  to  twitter  when  the  lark 
sings  on  high,  as  any  of  you  who  know  that 
Lord  Lister  made  that  comment  when  asked  to 
remark  on  Jenner’s  speech  on  smallpox  years 
and  years  ago,  and  had  I known  that  my  senior 
colleague  from  Minnesota,  the  Honorable  Dr. 
Walter  Judd,  was  going  to  be  on  this  program, 
this  lesser  bird  wouldn’t  have  chosen  to  twitter. 

But  I suppose  that  our  message  is  appropriate 
for  this  Lord’s  Day  because  it  is  evangelical  and 
we  want  to  spread  the  gospel  and  get  it  out  to 
the  grass  roots  and  therefore,  “it  is  worth  it,” 
and  I am  happy  to  be  here. 

You  know,  there  is  a saying  going  around 
Washington  now  that  the  children  in  the  foreign 

Address  presented  at  The  Coiiferenee  of  Presidents  and  Other 
Officers  of  State  Medical  Associations.  Seventeeth  Annual  MeetinK, 
Statler-Hilton  Hotel,  New  York,  N.  Y.,  June  25,  1961. 


legations,  especially  of  Central  and  South  Ameri- 
ca, are  confused  as  to  whether  to  speak  Spanish, 
American,  or  be  true  beatniks  and  they  always 
use  the  word  Casablanca  for  the  White  House 
in  Washington  until  recently.  After  the  Castro 
fiasco  they  now  call  it  Casabubu. 

Now,  I want  to  get  started  off  right  as  an 
admitted  wet-behind-the-ears  freshman  Con- 
gressman and  I don’t  want  to  presume  to  criti- 
cize, in  fact  I would  like  for  this  to  be  a non- 
partisan talk,  simply  calling  a spade  a spade, 
and  right  down  to  earth  and  I don’t  want  to 
be  prejudiced.  I want  to  be  like  a book  in  my 
grandpaw’s  library  that  says,  “An  Accurate  Re- 
counting of  the  War  Between  the  States  from  a 
Confederate  Point  of  View.”  But  I think  that 
sinee  it  is  worth  it,  that  you  would  be  interested 
in  the  fact  that  there  has  been  a sudden  change 
and  as  a preamble  to  my  talk  I ask  you  to  reflect 
upon  the  fact  that  I helped  Dr.  Gus  Buie  and 
some  of  the  rest  of  the  delegates  of  this  house, 
years  ago,  to  perfect  the  principle  of  medical 
ethics  and  I was  a leader,  in  addition  to  being 
president  of  my  own  Societ\%  in  the  heights  of 
ethicality  within  our  profession  and  far  be  it 
from  me  to  have  a card  with  my  telephone 
number  or,  yes,  even  my  address  on  it  — and 
then  imagine  diving  down  the  highwau'  in  a 
campaign  car  with  a big  sign  on  the  top  of  .. 
and  meeting  a 24-foot  billboard  that  has  > 
ugly  picture  on  it  and  says: 

Vote  for  Durward  Hall. 

He  is  the  height  of  integrity,  abilit\  aiud  !-,  ader- 
ship. 

And  liere  is  his  telephone  numlx'r. 

It  takes  some  rather  suddi'ii  changing  within 
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as  well  as  without,  and  then  imagine  going  with 
me  to  make  a speech  at  a coon  hunt  in  Barry 
County,  where  I was  born,  down  in  the  Ozark 
Hills,  and  getting  up  on  the  back  nine  days  after 
an  operation  on  your  knee  from  an  old  football 
injury  at  Drury  College,  as  you  said,  and  baying 
against  the  hounds,  to  these  people,  who  were 
restless  anyway  with  the  winds  and  the  trees 
from  over  yon  hills,  and  then  having  to  jump 
off  this  truck-bed,  as  we  call  them  down  there, 
and  tearing  your  sutures  out  against  your  own 
partner’s  advice  — imagine  how  much  I was  in 
the  doghouse.  But  this  is  part  of  the  game  and 
it  is  fun  and  it  is  stimulating  and  we  love  it. 

So  we  come  up  to  the  question  of  “Is  it  worth 
it,”  and  what  is  the  citizenship  responsibility 
from  a doctor’s  point  of  view?”  Well,  as  I see 
it,  it  is  an  awakening,  not  only  to  Madison’s 
encroachment,  which  is  now  pell  mell,  as  I shall 
relate,  but  it  is  an  awakening  after  a long  Bip- 
van-Winkle-like  nap  to  the  basic  duties  of 
American  individuals,  if  our  carefully  nurtured 
way  of  living  in  a republic  on  a compartive  en- 
terprise basis  is  to  survive.  “It  is  worth  it.”  I pre- 
dict that  such  awakened  citizenship  responsibil- 
ity will  toll  the  death  knell  of  twenty-eight  years 
of  living  in  the  “silver  spoon”  era  of  regimenta- 
tion, free  spending,  higher  and  higher  taxes,  con- 
scription, hand-outs,  deficit  financing,  and  that 
we  will  turn  back,  not  to  the  good  old  days  but 
away  from  the  welfare  state  on  whose  abyss 
we  totter  to  the  sound  and  conservative  and 
constitutional  basic  laws  of  a healthy  market 
place  on  God-given  laws  of  supply  and  demand 
and  coupled  with  progress. 

Citizenship  responsibility,  means  participation 
by  all  on  an  informed  basis.  It  was  Lord  Broug- 
ham who  said  that,  “informed  people  are  easy 
to  lead,  and  difficult  to  drive;  easy  to  govern, 
and  impossible  to  enslave!”  It  means  participa- 
tion in  the  local  grass  roots  mechanics  of  gov- 
ernment to  the  end  that  responsible  citizens  will 
send  the  right  men  to  our  local,  state  and  na- 
tional legislatures  instead  of  trying  to  change 
their  spots  after  they  get  there.  Such  groomed 
and  selected  persons  who  are  to  represent  us 
properly  must  be  well  versed  in  economic  under- 
standing of  our  country  and  from  what  it  de- 
rives. 

In  my  travels  both  before  and  after  the  elec- 
tion I sense  and  feel  this  same  ground  swell  that 
Mr.  Wright  talked  about.  I believe  it  is  popular 


and  that  the  fields  are  ripe  for  harvest  and  I am 
of  the  considered  opinion  that  now  nothing  can 
stop  us. 

We  are  responsible  Americans,  whether  we 
be  doctors  or  peanut  vendors,  and  we  can  no 
longer  afford  to  be  smug  and  complacent  — 
yes,  prudish,  if  you  please  — in  the  belief  that 
with  local  consent  and  a few  dollars  distributed 
aimlessly  from  our  largesse  that  we  can  change 
the  “leopard  spots,”  of  those  who  owe  their 
election  to  special-interest  groups  seeking  their 
own  selfish  ends. 

Well  then,  why,  may  you  ask,  the  need  for  an 
awakening  of  this  sense  of  citizenship  responsi- 
bility? After  having  practiced  surgery,  along  with 
many  of  you,  for  over  twenty-six  years  and 
given  up  that  practice,  as  was  related,  and  es- 
pecially having  been  elected,  and  having  bared 
my  chest  and  campaigned  on  the  fact  that  I 
was  proud  to  be  a doctor  — albiet  I wish  your 
support  had  been  a little  greater  at  those  critical 
times  when  we  were  paying  for  television  pro- 
grams, and  so  forth  — and  having  been  a con- 
servative; and  then  observed  at  first  hand  for  the 
last  six  months  the  way  events  in  Washington 
are  shaping  up,  and  shaping  our  very  lives,  I 
think  you  will  be  interested  in  these  observations, 
remembering  that  I haven’t  been  there  long 
enough  to  become  cynical  or  hardened  to  what 
is  happening,  but  have  been  challenged,  excited, 
and  stimulated. 

No  one  can  sit  in  Congress  for  very  long  with- 
out realizing  that  we  are  far  from  being  rid  of 
an  experiment  in  socialism,  the  welfare  state  that 
began  under  the  New  Deal,  and  that  there  are 
in  fact  evil  forces  working  a militant  will  against 
the  principles  set  down  by  our  Founding  Fathers. 
I refer  to  the  socialists,  or  those  who  weakly 
disguise  their  admiration  for  socialism  by  re- 
ferring to  themselves  as  liberals.  Organizations 
such  as  the  Americans  for  Demoratic  Action. 
They  are  real,  they  are  not  just  fancy.  Also  we 
no  longer  have  government  directly  responsible 
to  the  people,  such  as  men  like  Franklin,  Jeffer- 
son and  Madison  envisioned  when  they  drafted 
the  framework  of  our  republic.  Instead  we  have 
a government  responsible  to  organized  well- 
financed  pressure  groups,  each  one  exerting  a 
powerful  influence  upon  the  election  of  men  who 
decide  our  national  policies  and  continuing  to 
exert  that  influence  upon  whom  they  elect  and 
appoint.  Where  were  you  and  yours?  “Is  it  worth 
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it?” 

Take,  for  example,  just  a few  of  the  major 
legislative  issues  before  Congress  today:  the 
Minimum  Wage  Bill,  the  Depressed  Areas  Bill, 
the  Medieal  Care  for  the  Aging  Bill  under  Soeial 
Security,  the  Federal  Aid  to  Education  Bill.  Who 
does  the  Congress  hear  from  on  these  issues? 
From  the  people,  or  from  the  people  who  for 
the  most  part  are  simply  “parroting,”  what  they 
are  told  is  best  for  them  by  the  leaders  of  the 
particular  pressure  group  to  which  they  are  tied? 
And  then,  perhaps  in  self-defense  (but  a fact), 
those  who  still  believe  in  constitutional  and  con- 
servative government  have  been  forced  to  direct 
their  own  professional  or  trade  groups  into  the 
field  of  lobbying,  which  is  an  honored  and  a 
valuable  part  of  our  system;  and  so  it  is  that 
our  American  Medical  Association,  the  Cham- 
ber of  Commerce,  the  National  Association  of 
Manufacturers  and  the  Farm  Bureau  and  others, 
have  turned  their  attention  more  and  more  into 
the  field  of  national  legislation  while  trying  to 
preserve  state  rights.  After  all,  the  very  survival 
of  our  way  of  life  is  at  stake. 

“It  was  worth  it,”  but  the  lesson  to  be  learned 
is  simply  this:  as  long  as  those  who  believe  in 
limited  and  constitutional  government,  built 
upon  the  dilution  of  power  (if  you  please),  rely 
only  on  their  particular  lobbying  group  to  offset 
what  other  pressure  groups  are  doing,  they  are 
fighting  a losing  battle!  Even  though  you  may 
slow  the  tide  toward  socialism,  you  will  not 
divert  it  and  the  reasons  can  be  found  in  the 
simple  mathematics  which  are  so  important  in 
all  politics,  at  least  the  ability  to  “tote  the  vote,” 
both  pro  and  con. 

The  total  sum  of  the  people  represented  by 
the  left  wing  pressure  groups  outnumber  — at 
least  are  more  militantly  organized  and  dedi- 
cated and  certainly  more  vociferous  — the  total 
represented  by  those  who  believe  in  constitu- 
tional government,  even  though  in  many  cases 
the  people  who  belong  to  these  groups  don’t 
understand  the  depth  or  meaning  of  the  issues 
involved,  and  there  is  a vacuum  and  a void  of 
capable  leadership. 

You  must  recognize,  ladies  and  gentlemen,  that 
the  A.M.A.,  for  example,  will  never  convince 
the  leaders  of  the  UAW  and  Mr.  Buether  that 
it  is  right  and  he  is  wrong.  What  you  must  do, 
therefore,  as  individual  citizens,  is  to  convince 
other  individual  citizens  in  these  “opposing  pres- 


sure groups,”  of  the  soundness  and  the  validity 
of  the  principles  for  which  you  stand,  the  facts, 
not  politically  generated  issues,  and  you  must 
be  able  to  tell  the  difference. 

Never  before,  in  my  opinion,  was  personal 
contact,  people  talking  to  people,  more  im- 
portant than  in  this  war  of  ideas.  Members  of 
the  UAW  do  not  receive  our  professional  pub- 
lications. They  receive  Mr.  Ruether’s  publica- 
tions! So  you  cannot  reach  them  through  our 
newspaper,  the  “AMA  News”  as  good,  and  basic, 
and  right  as  we  are  sure  it  is. 

Is  our  case  then  hopeless  as  we  attempt  to 
make  the  general  public  understand  the  drastic 
effect  on  the  quality  of  medical  care  which 
government  control  of  medicine  will  have?  Well, 
of  course  not!  Professional  men,  doctors,  law- 
yers, merchants  and  chiefs,  regardless  of  what 
you  may  think,  are  still  held  in  the  highest  esteem 
by  the  average  citizen. 

I’m  not  very  interested  in  all  this  discussion  of 
posture  and  image  and  whether  or  not  the  doc- 
tor has  fallen  off  of  the  pedestal.  The  average 
auto  worker,  based  on  what  he  is  told  by  Walter 
Buether,  will  distrust  the  A.M.A.,  but  you  can 
bet  your  boots  that  he  will  still  have  a high  re- 
gard for  his  own  doctor  individually.  If  properly 
informed,  he  is  not  easily  led  astray  and  never 
driven  from  this  opinion. 

He  may  shy  away  from  the  American  Banking 
Association,  but  he  respects  the  advice  and  judg- 
ment of  his  banker! 

So,  recognizing  that  professional  organiza- 
tions are  one  of  the  greatest  tools  available  for 
becoming  informed  and  effective  in  learning  and 
keeping  abreast  of  the  issues  of  the  day,  we 
must  take  the  next  logical  step  of  becoming 
evangelical  outside  of  our  own  professional 
circles. 

There  is  a tremendous  need  in  the  political 
parties  for  the  skills  and  energies  and  judgment 
of  men  like  yourself.  In  the  party  of  >'Our  choice, 
you  can  influence  meetings  and  rallies  and  by 
active  participation  in  campaigns,  you  can  in- 
fluence the  selection  and  election  of  good  n 
There  can  be  no  such  thing  any  longer  as  bi  ii  y 
too  busy.  If  you  say  you  arc  too  busy  f.  • litics 
it  is  like  the  drowning  man  jirofessiug  r-:  ' eresL 
in  water. 

So  what  then  is  the  challenge  of  our  time?  'Phe 
basic,  yet  o\'crridiug  issue  is,  w lu'ther  we  sliall 
continue  along  the  path  of  constitutional  repre- 
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sentative  government  in  a republic,  as  envisioned 
by  our  Founding  Fathers;  or  whether  we  will 
resort  to  the  dictatorship  of  a questionably 
benevolent  one-party  system.  This  is  the  issue, 
not  just  socialized  medicine  or  federal  aid  to 
education,  or  the  others. 

Now,  make  no  mistake  about  it,  that  is  exactly 
the  direction  in  which  we  are  being  taken  by 
the  “new  frontier,”  and  its  host  of  central  gov- 
ernment advocates,  including  the  foreign  give- 
aways (for  social  and  cultural  reform),  back- 
door spending  raids  on  the  Treasury;  higher 
taxes,  less  incentive,  phony  issues  for  more  votes, 
and  welfare-status!  Then  how,  you  may  ask, 
with  all  the  protections  given  us  by  our  Con- 
stitution, is  it  possible  for  all  the  collectivists 
to  take  our  liberties  and  our  freedoms  away? 
Well,  let  me  illustrate  some  of  the  methods  that 
I have  just  observed,  in  addition  to  the  apathy, 
in  addition  to  the  complacency,  in  addition  to 
the  general  disease  affecting  the  people  of  the 
United  States  of  “tranquillo-rectum!” 

The  Founding  Fathers  envisioned  a govern- 
ment based  on  dilution  of  power  with  a built-in 
system  of  checks  and  balances  whereby  the 
legislative,  judicial  and  executive  branches  would 
act  as  restraint  one  upon  the  other.  They  believe 
in  the  natural  law  that,  “power  corrupts,  and 
absolute  power  corrupts  absolutely!” 

Through  political  deception  and  “packing” 
over  a twenty-eight-year  period  the  radicals  have 
infiltrated  the  Supreme  Court  to  a degree  that 
it  no  longer  represents  a restraint  on  the  actions 
of  those  who  would  usurp  the  power  of  that 
document,  of  the  legislative  branch,  of  the 
sovereign  states,  or  of  the  individual.  The  Court 
which  once  was  the  marvel  of  the  world  under 
a long  list  of  distinguished  jurists,  such  as  John 
Marshall  and  Oliver  Wendell  Holmes,  is  now 
little  more  than  a rubber-stamp  for  those  who 
would  pre-empt  all  of  our  existing  state  law  for 
federal  law. 

And  the  Legislative  Branch,  our  branch  of  the 
Government,  during  this  most  recent  session, 
approved  expansion  of  our  entire  Federal  Court 
structure  by  giving  the  Administrative  Branch 
a free  hand  in  the  appointment  of  eight-nine 
new  Federal  judges  sympathetic  to  its  policies 
and  politics.  O mores,  O tempora,  where  are  our 
Statesmen? 

In  just  a few  short  months  as  a Congressman, 
I have  seen  a few  of  the  methods  which  the 


collectivists  are  using  in  the  other  arm  of  re- 
straint of  the  executive  — on  the  Legislative 
Branch. 

Perhaps  you  suffer  from  the  delusion  that 
no  threat  exists,  at  this  time  to  our  system  of 
free  choice  of  medical  care,  the  system  which, 
without  third  parties,  has  given  this  nation’s 
people  the  highest  quality  of  care,  the  longest 
life  expectancy,  and  the  like  of  which  care  exists 
in  no  other  nation  in  the  world.  Well,  let  me 
correct  here  and  now  that  cozy  feeling  that  there 
is  still  time,  or  that  our  top  people  will  take  care 
of  it.  I would  like  to  do  this  by  pointing  out  that 
there  is  a very  definite  possibility  that  the  Senate 
will  tag  on  the  Administration’s  Medical  Care 
for  the  Aging  Program  as  an  amendment  to  one 
of  the  Social  Security  bills  already  passed  by  the 
House. 

Senator  Humphrey  stated  this,  and  he  is  the 
only  man  I think  of  who  always  walks  to  the 
left  of  the  President.  Now,  this  is  a bold-faced 
admission  by  an  Administration  spokesman  that 
it  intends  to  subvert  a basic  principle  of  the 
Constitution,  that  all  tax  legislation  shall  origi- 
nate in  the  House  of  Representatives. 

Be  assured,  gentlemen,  that  this  nation  is  not 
out  of  the  woods  on  this  legislation.  We  have 
some  people  in  our  own  party  that  may  submit 
legislation  in  the  interests  of  political  expediency 
— and  one  of  them  lives  not  very  far  from  here. 
We  are  not  out  of  the  woods  on  this  legislation 
and  to  feel  cozy  or  to  believe  this  would  be  to 
demonstrate  an  incredible  lack  of  understanding 
about  the  determination  of  the  proponents  and 
their  procedural  cunning;  their  complete  lack  of 
principle,  their  realization  of,  and  cunning  action 
toward,  the  chance  of  (the  fluke  of),  a lifetime. 
They  waited  eight  years  for  it! 

I have  seen  countless  examples  of  the  Adminis- 
tration shuffling  bills  by  adding  “sweeteners”  to 
force  the  Congress  to  accept  the  bad  or  reject 
the  good.  Still  another  example  of  reducing  the 
legislative  opposition  is  being  accomplished  by 
the  simple  expedient  of  withholding  needed  pub- 
lic works  projects  until  a recalcitrant  Congress- 
man “comes  around!” 

I can  think  of  no  better  example  than  what 
was  done  just  two  weeks  ago  to  my  good  friend 
and  colleague  Bruce  Alger,  of  Texas,  when  the 
Public  Works  Committee  on  a straight  party 
line  vote,  revoked  plans  for  a needed  Federal 
office  building  in  Dallas;  even  though  the  need 
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for  such  a building  as  an  economy  action  had 
been  aproved  by  every  Federal  agency  since 
1954  and  even  had  the  one-time  support  of  the 
then  Senator  Johnson  himself. 

All  the  old-timers  on  the  House  floor  tell  me 
it  is  the  first  time  in  the  history  of  their  memory 
at  least,  that  they  have  seen  Cabinet  members 
in  the  speakers’  lobbies  during  sessions  ealling 
“deflectors,”  off  the  floor  one  at  a time  for 
executive  whipping  into  line.  It  takes  a strong 
man,  not  a political  expedient,  who  was  just 
available  to  fill  a void. 

Still  another  method  of  the  one-party  dictator- 
ship that  I fear,  and  that  threatens  us;  is  the 
practice  of  stacking  the  Conference  Committee, 
which  must  reconcile  the  differences  between 
the  House  and  Senate  on  any  particular  bill.  On 
the  Minimum  Wage  Law  the  Speaker  appointed 
the  same  eonferees  who  were  on  the  floor  leaders 
for  the  very  legislation  that  the  House  defeated. 
After  that  it  is  a question  of  aecepting  it  or 
rejeeting  it! 

Other  examples:  You  may  reeall  the  propa- 
ganda at  the  beginning  of  this  session,  about  how 
the  Rules  Committee  needed  to  be  expanded 
so  the  House  eould  “work  its  will!”  What  has 
happened  instead  is  that  the  House  now  works 
its  will  only  on  those  bills  whieh  the  Adminis- 
tration wants,  and  even  then  under  closed  rules- 
of-procedure  which  do  not  permit  members  an 
opportunity  to  vote  out  the  bad  portions  (or 
leave  in  the  good  portions),  of  a partieular  bill. 
Well,  with  hindsight  being  like  twenty /twenty 
vision,  there  is  no  longer  any  question  but  that 
this  should  have  been  the  Administration’s  first 
defeat  in  this  Congress  and  the  Speaker  foreed 
to  purge  instead  of  pack. 

Try  to  get  a back-door  spending  protective 
bill  out  of  the  Rules  Committee  now!  There 
were  125  signers  of  such  a petition  the  other 
day.  We  haven’t  even  heard  from  the  petition! 

Last  Wednesday  evening,  when  the  Congress 
was  on  special  orders  the  Majority  Leader 
slipped  in  and  without  objection  packed  the 
Committee  of  the  House  on  Interior  and  Insular 
Affairs.  Watch  and  see  what  happens  to  the 
Burns  Creek  dam  and  Whether  Hamar  Budge 
comes  back  to  Congress  or  not. 

For  the  first  time  the  President  of  the  United 
States  has  asked  the  Congress  of  the  United 
States,  ladies  and  gentlemen,  not  to  make  laws 
but  to  simply  give  its  tacit  consent  by  not  taking 


any  action  against  administrative  recommenda- 
tions! This  is  known  as  the  executive  order  under 
a 60-day  period.  We  no  longer  have  a “vest 
pocket  veto,”  to  support  good  legislation.  In- 
stead, we  are  now  living  under  the  rule  of  “vest 
pocket  approval,”  and  anyone  who  has  seen  the 
House  tied  up  in  knots  over  the  most  intricate 
legislative  and  parliamentary  maneuvering 
knows  that  a very  few  men  could  prevent  the 
House  from  taking  any  action,  good  or  bad,  on 
any  particular  recommendation  for  at  least  sixty 
days. 

And  then  finally  I have  seen  good  men,  from 
the  other  side  of  the  aisle,  if  you  please,  vote 
their  eonvietions,  then  with  tears  in  their  eyes 
walk  up  to  the  well  in  the  fourth  time  around 
of  any  vote,  after  the  measure  has  been  thorough- 
ly beaten,  and  under  pressure  by  the  Adminis- 
tration change  their  vote  from  “yea”  to  “nay.” 
It  happened  just  two  weeks  ago  when  the  record 
vote  showed  sufficient  strength  to  end  the  war- 
time exeise  taxes.  The  Administration  pressured 
some  of  its  ordinarily  right-thinking  but  weak- 
gutted  Jeffersonians  into  changing  their  vote,  in 
“quantity  suffieient!” 

And  I am  tired  of  hearing  about  a coalition 
because  by  definition  coalition  means  something 
that  flows  in  all  directions,  and  you  can’t  have 
a coalition  that  just  flows  one  way,  the  way  they 
want  it  to! 

Well,  what  I am  saying  to  you  is  simply  this: 
The  dangers  are  too  grave,  the  stakes  are  now 
too  high,  the  time  is  too  late  for  you,  and  you 
to  simply  practice  medicine  any  more;  or  simply 
eoncern  yourselves  with  legislation  affecting 
the  medieal  eare  of  your  patients.  You,  as  doc- 
tors and  secretaries,  as  professional  men  held  in 
high  regard  in  the  communities  in  v'hich  you 
practice,  can  be  powerful  supporters  of  the  con- 
stitution, of  conservative  government  in  our 
country;  but  to  do  this  you  must  be  as  informed 
on  Federal  aid  to  education,  on  minimum  wage 
legislation,  on  depressed  areas  legislation  and 
on  all  other  legislation  as  you  are  on  the  mcdi< 
care  of  the  aging  under  social  securit\'. 
battle  you  are  fighting  in  fa\or  ol  high  Ian  v 
of  medical  care  is  not  against  the  ca  wa-. 

so  beautifulb'  stated  by  our  guest  .spc  ,ik  h-  n; 
today;  but  the  battle  you  arc  ligliling,  il 
fight  onlv  against  medical  cari‘  oi  du'  aged  under 
social  security,  is  against  oiu'  ol  the  symj)ton)s. 
It  isn't  basic! 
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Every  one  of  you  were  taught  to  get  to  the 
basic  cause  of  disease  and  not  be  concerned  or 
led  astray  by  the  red  herrings  of  symptoms.  The 
bill  to  place  medical  care  under  Social  Security 
is  spawned,  is  originated,  is  conceived  by  the 
same  groups  and  under  the  same  philosophy  that 
wants  to  give  the  Federal  Government  control 
and  responsibility  for  housing,  that  wants  to  give 
the  Federal  Government  control  and  responsi- 
bility for  all  labor  laWs,  that  wants  to  give  the 
Federal  Government  control  and  responsibility 
for  every  phase  of  human  endeavor  from  the 
cradle  to  the  grave.  They  said  so.  All  you  have 
to  do  is  look  and  listen  and  add  up  the  cost. 

As  one  of  you  who  has  practiced  for  many 
years  and  who  will  again,  I felt  compelled  to 
leave  my  profession  temporarily  to  enter  the 
battleground  on  which  our  whole  future  and 
that  of  our  children  is  at  stake.  You  are  not 
being  asked  to  do  this.  I don’t  necessarily  rec- 
ommend it.  You  are  only  being  asked  to  demon- 
strate the  same  sense  of  citizens’  responsibility 
that  seven  of  our  colleagues  showed  two  hundred 
years  ago  when  they  signed  the  Declaration  of 
Independence,  and  the  six,  including  the  one 
that  you  will  hear  hereafter,  that  now  serve  in 
the  House  of  Representatives  as  men  of  medi- 
cine. You,  more  than  anyone  else,  should  dif- 
ferentiate the  symptom  from  the  cause.  The 
cause  demands  something  more,  than  what  you 
are  now  giving,  to  treat  more  than  just  symptoms. 
It  involves  the  total  team  and  a total  cure! 

What  I have  tried  to  say  is  that  the  time  is 
long  since  past,  Mr.  President,  to  think  that  you 
can  save  medicine  while  our  other  institutions 
are  falling  apart,  and  falling  down  around  us. 
The  time  is  here  when  you  must  become  the 
precinct  captain,  the  man  that  rings  doorbells, 
like  our  lovely  ladies  do  so  often,  on  behalf  of 
the  political  party,  the  party  of  your  choice,  or 
the  candidate  that  you  have  helped  select;  you 
must  be  the  man  who  organized , committees  on 
their  behalf  and  work  with  them  and  be  an 
organizer  yourself;  or  the  one  who  forms  groups 
and  simply  believes  in  conservatism  and  the 
Gonstitution  of  the  United  States,  which  I think 
of  as  second  only  to  the  Bible  itself,  one  of  the 
truly  great  writings  of  all  time. 

If  you  delay,  if  you  procrastinate,  you  will  one 
day  be  reminded  of  the  statement  of  Dante,  that 
the  hottest  places  in  hell  are  reserved  for  those 
who  in  time  of  moral  crisis,  did  nothing. 


So,  get  off  your  largesse.  It  is  worth  it  to  you. 
It  is  worth  it,  to  us,  to  the  U.S.A.,  and  to  the 
world.  In  fact,  I am  convinced  it  is  the  Lord’s 
work. 

So  I say: 

When,  if  not  now? 

Where,  if  not  here? 

Who,  if  not  you? 

Durward  G.  Hall,  M.D. 
Gongressman  from  Missouri 


PUBLIC  HEALTH  IN 
PIMA  COUNTY  1960 

As  demanded  by  the  growth  in  population, 
the  budget  and  staff  of  the  Pima  Gounty  Health 
Department  has  increased  steadily  over  the  past 
few  years.  There  were  fifty  staff  members  in 
1960.  The  budget  for  the  fiscal  year  1959-1960 
was  $240,610.00. 

Some  indication  of  the  population  growth  in 
1960  is  demonstrated  by  the  Vital  Statistics 
records.  A total  of  7,093  births  were  registered 
in  Pima  Gounty,  while  the  number  of  deaths 
recorded  was  2,182. 

Deaths  among  infants  of  less  than  one  year 
of  age  continue  to  run  higher  in  Pima  Gounty 
than  in  the  U.S.  as  a whole.  However,  the  infant 
death  rate  is  lower  in  Pima  Gounty  than  in  the 
State  of  Arizona,  the  figures  being  27.6  and 
31.2  respectively.  (Infant  death  rate  = number 
of  deaths  during  1960  under  one  year  of  age 
per  1000  live  births).  It  is  felt  the  high  rate  of 
premature  births  is  a factor  in  keeping  the 
infant  death  rate  high. 

Tuberculosis  continues  to  be  the  most  im- 
portant communicable  disease  problem.  Several 
new  developments  in  the  control  campaign  have 
been  initiated.  A clinic  for  supervision  of  children 
of  tuberculosis  families  is  now  established  at 
St.  Luke’s-in-the-Desert.  At  this  clinic,  children 
will  be  examined  regularly  to  detect  early  break- 
down of  their  disease.  Some  children  will  re- 
ceive anti-tuberculosis  drugs  when  indicated. 

Dr.  William  Ure  has  continued  to  serve  as 
Gonsultant  for  Tuberculosis.  Under  his  guid- 
ance, efforts  are  made  to  diagnose  the  active 
cases  of  the  disease  among  family  contacts  of 
tuberculosis  cases  and  to  detect  signs  of  activity 
of  the  infection  among  those  whose  disease  had 
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been  previously  arrested.  171  newly  reported 
active  cases  of  tuberculosis  were  shown  in  Pima 
County  during  1960.  This  rate  is  considerably 
higher  than  prevails  in  Arizona  as  a whole. 

One  of  the  most  important  activities  of  a 
Health  Department  is  child  care.  “Well  Child” 
clinics  offer  health  supervision  for  well  children 
in  the  community  whose  health  would  not  other- 
wise be  supervised.  Infants  and  pre-school  chil- 
dren receive  physical  examination  and  medical 
counselling  at  proper  intervals.  Immunizations 
are  administered.  A total  of  3,403  children  were 
admitted  to  these  clinics  in  1960.  In  addition  to 
the  usual  immunization,  Salk-type  vaccine  for 
poliomyelitis  was  made  available  to  the  public. 
A total  of  18,689  injections  of  polio  vaccine  were 
administered  in  clinics  and  schools  during  the 
year. 

During  1960,  the  prenatal  clinic  admitted  530 
women  for  care.  Unfortunately,  almost  half  of 
these  reported  to  the  clinic  during  the  last 
trimester  of  pregnancy.  This  heavy  load  of 
antepartal  and  postpartal  care  proved  to  be 
more  than  the  Health  Department  could  handle, 
so  arrangements  were  made  to  transfer  part  of 
responsibility  for  prenatal  care  of  women  eligible 
for  welfare  aid  to  the  County  Hospital. 

Only  one  case  of  poliomyelitis  was  reported 
in  Pima  County  in  1960.  In  the  previous  year 
28  cases  were  reported.  In  the  four  years,  1957- 
1960,  a total  of  77,486  injections  of  polio  vaccine 
were  given  under  Health  Department  auspices. 
No  information  is  available  as  to  the  status  of 
immunization  of  the  population.  It  is  probable 
that  there  are  many  individuals  still  susceptible. 
Increased  efforts  to  educate  people  as  to  the 
danger  of  polio  are  indicated. 

The  Health  Department  is  responsible  for 
health  programs  of  the  County  and  parochial 
schools.  This  includes  immunization  and  nursing 
service  on  a consultation  basis. 

A free  clinic  for  diagnosis  and  treatment  of 
veneral  diseases  under  the  direction  of  Dr. 
Bernard  Pasternack  is  open  two  mornings  each 
week.  The  number  of  visits  to  this  clinic  has 
increased  rather  steadily  over  the  past  few 
years.  A considerable  increase  in  infectious 
syphilis  is  apparent. 

Those  familiar  with  public  health  agencies 
regard  the  services  provided  by  public  health 
nurses  as  being  of  high  importance,  especially 
for  the  education  of  families  in  good  health 


practices.  These  services  are  provided  both  in 
the  clinics  and  by  visits  to  the  home.  During 
the  year,  4,819  visits  were  made  to  homes  of 
tuberculosis  patients  and  an  additional  3,825 
visits  were  made  by  nurses  to  homes  in  con- 
nection with  maternal  and  child  care. 

Training  facilities  are  provided  for  practical 
experience  in  public  health  for  student  nurses 
from  both  the  St.  Mary’s  and  the  University  of 
Arizona  School  of  Nursing. 

Supervision  of  environmental  sanitation  repre- 
sents another  large  area  of  health  department 
activity.  This  responsibility  includes  supervision 
of  1 ) water  supplies,  2 ) waste  disposal,  3 ) swim- 
ming pools,  4)  schools,  5)  hotels,  motels  and 
guest  ranches,  6)  camps,  7)  hospitals  and  rest 
homes,  8)  food  and  drink  establishments,  and  9) 
dairies  and  milk  processing  plants.  The  sani- 
tation division  is  also  involved  in  rodent  and 
insect  control. 

One  sanitarian  is  assigned  to  each  of  the  seven 
districts  comprising  Pima  County  and  is  re- 
sponsible for  all  phases  of  sanitation  within  his 
area.  Three  sanitarians  are  specialists  . . . one 
assigned  to  inspection  of  hospitals,  nursing  and 
rest  homes  and  nursing  schools,  a second  to  the 
milk  control  program,  and  a third  to  any  special 
or  unusual  problems  that  arise  in  the  County. 

Hugh  H.  Smith,  M.D.,  M.P.H. 


RELATIONSHIP  BETWEEN 
DOCTORS  OF  MEDICINE  AND 
DOCTORS  OF  OSTEOPATHY 

Statement  of  A.M.A.  policy  adopted  by  its 
House  of  Delegates  in  annual  meeting  held  in 
New  York  City  in  June  1961,  referable  to  the 
relationship  between  Doctors  of  Medicine  and 
Doctors  of  Osteopathy: 

1.  There  can  never  be  an  ethical  relationship 
between  a doctor  of  medicine  and  a cultist,  that 
is,  one  who  does  not  practice  a system  of  healiiv 
founded  on  a scientific  basis. 

2.  There  can  never  be  a majorit)’  pa^  at‘ 
a minority  party  in  any  science.  There  - b; 
two  distinct  sciences  of  medicine  two  dit- 
ferent,  yet  ecpially  valid  s\'st('ms  ot  mi'dical 
practice. 

3.  Recognition  should  be  gi\cn  to  the  trans- 
ition presently  occurring  in  osteopath),  which 
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is  evidence  of  an  attempt  by  a significant  number 
of  those  practicing  osteopathic  medicine  to  give 
their  patients  scientific  medical  care.  This  trans- 
ition should  be  encouraged  so  that  the  evolu- 
tionary process  can  be  expedited. 

4.  It  is  appropriate  for  the  American  Medical 
Association  to  reappraise  its  application  of  policy 
regarding  relationships  with  doctors  of  osteo- 
pathy, in  view  of  the  transition  of  osteopathy  into 
osteopathic  medicine,  in  view  of  the  fact  that 
the  colleges  of  osteopathy  have  modeled  their 
curricula  after  medical  schools,  in  view  of  the 
almost  complete  lack  of  osteopathic  literature 
and  the  reliance  of  osteopaths  on  and  use  of 
medical  literature,  and  in  view  of  the  fact  that 
many  doctors  of  osteopathy  are  no  longer  prac- 
ticing osteopathy. 

5.  Policy  should  now  be  applied  individually 
at  state  level  according  to  the  facts  as  they 
exist.  Heretofore,  this  policy  has  been  applied 
collectively  at  national  level.  The  test  now  should 
be:  Does  the  individual  doctor  of  osteopathy 
practice  osteopathy,  or  does  he  in  fact  practice 
a method  of  healing  founded  on  a scientific 
basis?  If  he  practices  osteopathy,  he  practices 
a cult  system  of  healing  and  all  voluntary  pro- 
fessional associations  with  him  are  unethical. 
If  he  bases  his  practice  on  the  same  scientific 
principles  as  those  adhered  to  by  members  of 
the  American  Medical  Association,  voluntary 
professional  relationships  with  him  should  not 
be  deemed  unethical. 

The  Reference  Committee  on  Amendments  to 
Constitution  and  By-Laws  further  stated:  There 
are  several  methods  to  evaluate  the  professional, 
ethical,  and  scientific  competence  of  practitioners 
of  medicine.  The  constituent  medical  associa- 
tions shall  use  the  same  criteria  to  evaluate  the 
professional,  ethical,  and  scientific  competence 
of  those  practicing  osteopathic  medicine.  It 
might  be  helpful  in  addition,  to  evaluate  the  pro- 
fessional and  scientific  competence  of  a doctor 
of  osteopathy  according  to  his  professional  edu- 
cation and  the  type  of  examination  given  and 
the  license  granted  to  him  by  the  state  in  which 
he  practices.  It  might  be  possible  to  establish 
these  standards  through  the  development  of 
state  liaison  committees  of  doctors  of  medicine 
and  doctors  of  osteopathy.  In  some  states  it 
might  be  possible  to  initiate  and  complete  ne- 
gotiations for  the  elevation  of  osteopathic  schools 
to  educational  equivalence  of  medical  schools 


according  to  the  standards  of  the  Council  on 
Medical  Education  and  Hospitals. 

The  report  was  adopted. 

Lindsay  E.  Beaton,  M.D. 

Jesse  D.  Hamer,  M.D. 

Delegates  to  A.M.A. 

Editor’s  Note  — Please  note  that  this  differs 
with  previous  action  by  the  Board  of  Directors 
of  ARMA,  but  does  not  preclude  a reconciliation 
of  the  two  views. 

D.W.N. 


PRESCRIPTION  FOR  PATIENT 
RELATIONS— PUBLIC  RELATIONS 

This  might  well  be  called  “Case  History  3785.” 
It  happened  to  a friend  of  mine  and  everything 
related  is  accurate  and  true  to  the  point. 

At  3:20  he  walked  into  the  doctor’s  waiting 
room,  and  immediately  he  knew  it  was  going 
to  be  a waiting  room  because  there  were  thirteen 
other  people  ahead  of  him.  After  eighteen 
minutes  of  squirming  and  studying  the  facial 
expressions  of  the  other  people,  an  attractive, 
brunette  nurse  ushered  him  into  what  he  re- 
ferred to  as  the  inner  sanctum.  Here  he  had 
his  weight  checked  and  his  height  measured  by 
the  same  brunette. 

Then  he  was  allowed  to  go  into  still  another 
office  where,  fortunately,  there  was  a current 
issue  of  Esquire.  Thirty-five  minutes  later,  or 
at  3:55  he  was  finally  able  to  see  the  doctor 
with  whom  he  had  his  appointment. 

The  examination  took  some  ten  minutes  of 
actual  time,  but  it  has  taken  a number  of  months 
for  this  friend  to  get  over  having  to  wait  thirty- 
five  minutes  for  his  appointment.  As  he  put  it, 
this  was  valuable  time  to  him  which  he  could 
never  actually  reclaim  as  he  is  a salesman  and 
time  is  the  essence  of  his  success.  He  resented 
this  wait  and  what  he  considered  a lack  of  con- 
sideration and  courtesy  on  the  part  of  the  doctor 
involved. 

I have  heard  him  tell  this  story  many  times 
to  many  people.  All  of  this  heads  up  to  my  point 
of  whether  you,  as  a doctor,  have  good,  bad  or 
indifferent  public  relations.  End  of  “Case  His- 
tory 3785.” 

It  is  a good  idea  in  the  medical  profession 
to  take  a thermometer  reading  of  your  public 
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relations,  much  the  way  you  recommend  that 
your  patients  have  a periodic  physical  checkup. 
This  procedure  is  every  bit  as  essential  in  the 
practice  of  medicine  as  it  is  in  the  management 
of  a successful  business  enterprise. 

You,  as  a doctor,  can  rest  assured  that  you 
have  public  relations  whether  you  intended  to 
or  not.  We  all  have  in  one  form  or  another,  vary- 
ing from  those  which  are  distressingly  poor  to 
those  which  are  exemplary  and  fine,  with  as 
many  intermittent  readings  as  there  are  vari- 
ances in  the  cholesterol  count  of  a dozen  patients. 

Actually,  what  the  public  thinks  of  you  and 
your  operation,  ( and  that  one  has  a two-pronged 
meaning)  represents  essentially  your  true  public 
relations  coloration.  If  your  patients  think  favor- 
ably of  you,  then  obviously  you  are  public  re- 
lating in  a positive  manner.  If,  conversely,  they 
think  badly  of  you,  they  can  get  the  men’s  locker 
room  at  the  country  club  into  quite  a stir  in  a 
matter  of  minutes. 

In  reality,  you  did  not  put  it  to  him  at  all 
on  his  recent  bill,  but  what  you  did  do  was  to 
fail  in  not  properly  and  clearly  communicating 
with  him,  patiently  explaining  the  whys  and 
wherefores  of  his  bill,  so  he  would  understand 
what  was  involved  as  far  as  your  time  and  your 
skill  were  concerned.  Most  often,  this  is  the 
crux  of  any  such  problem.  A doctor’s  inability, 
often  excused  because  of  the  lack  of  time  in 
explaining  his  charges  to  the  patient,  can  bring 
about  this  communications  breakdown. 

Following  are  some  simple  and  rudimentary 
rules  which  should  permit  you  to  get  through 
to  practically  any  patient,  so  that  he  will  be 
with  you  when  it  comes  to  those  locker  room 
discussions,  instead  of  vehemently  raising  his 
voice  against  you.  Never  lose  sight  of  the  fact 
that  you  need  this  fellow,  and  all  like  him,  in 
your  fold  more  and  more  as  eaeh  day  goes  by. 

I.  First,  it  should  be  important  and  valuable 
to  you  to  know  what  your  patient  thinks  of  you, 
both  as  a person  and  as  a doctor,  and  just  why 
he  thinks  the  way  he  does.  To  extract  such  infor- 
mation may  demand  extreme  diplomaey  on  your 
part.  It  will  definitely  take  some  of  your  time 
and  it  will  require  subtle  questioning  on  your 
part,  but  if  your  questions  are  well  planned  and 
correlated,  then  you  will  receive  the  answers 
necessary  in  putting  all  the  pieces  together  so 
that  you  will  be  able  to  come  up  with  the  needed 
and  conclusive  answers.  If  it  turns  out  that  your 


patient  is  reluctant  to  discuss  such  matters  in 
this  manner  with  you  personally,  then  furnish 
him  one  of  your  letterheads  with  a self-addressed 
envelope  to  you,  and  ask  him  to  write  out  his 
feelings  relative  to  the  medical  profession,  its 
practices  and  you  as  his  doctor.  This  can  be 
sent  back  to  you  unsigned,  although  preferably 
it  should  be  signed,  so  that  you  can  discuss 
these  matters  with  him  at  a more  opportune  time 
later. 

2.  There  is  absolutely  no  logical  reason  why 
your  patient  can’t  be  your  friend  and  confidante; 
in  fact,  it  is  most  important  that  he  be.  This 
responsibility  rests  predominantly  with  you.  You 
must  relax  with  him  in  your  conversation,  avoid- 
ing, to  him,  meaningless  medical  terminology. 
You  need  to  talk  his  language  and,  whenever 
possible,  take  him  into  your  medical  confidence. 
Remember,  it  is  his  ailment  regardless  of  what 
it  is;  he  is  paying  the  freight  for  it  and  whatever 
it  may  be  could  conceivably  alter  the  course  of 
the  remainder  of  his  life.  It  is  his  blood  pressure 
reading;  it  is  his  prescription;  it  is  his  x-ray 
plate,  so  tell  him  what  there  is  to  tell  him  frankly 
and  honestly,  yet  in  a gentle  and  diplomatic  way 
he  will  understand.  He  is  not  a doctor.  He  may 
be  an  arehitect,  or  a salesman,  or  a college  pro- 
fessor, but  he  is  not  a doctor.  The  tailor  explains 
the  weave,  fabric  and  style  of  the  $200  suit. 
Granted  you  are  not  dealing  with  a similar 
commodity,  but  nonetheless  your  patient  wants 
and  needs  to  know  what  his  blood  pressure  really 
is  and  what  you  can  do  about  it,  what  the 
pathological  examinations  reveal,  what’s  in  the 
prescription  you  scratched  out  in  hieroglyphics 
and  what  interpretation  you  give  to  the  chest 
x-rays.  You  will  find,  in  the  majority  of  cases, 
that  this  will  considerably  ease  the  tension  and 
allay  the  fears  of  your  patient,  and  he  will 
tend  to  hold  you  in  higher  esteem  beeause  you 
have  leveled  with  him,  and  certainh’  he  will 
be  more  cooperative  in  your  prscribed  treatment 
of  his  ailment  because  of  tliis  direct  and  con- 
fidential approach  by  >^ou. 

3.  In  years  gone  by,  patients  ha\e  accim o: 

lated  a considerable  amount  of  scniori!  ' lii:  ' 
waiting  in  doctors’  offices.  Me  ha\  ti'^ 

opportunity  mail)' times  to  obsciAC  .■  Mt:-  ^\■ait- 
ing  their  appointment  turns.  It  h:  not  'i-  • ms  ; -l 

for  a person  with  a 2 o’clock  a])po;nl -ncnt  t.- 
eventualh'  get  in  to  see  tiu'  doctor  ;it  3 ocloi  k 
(per  case  histor\'  3785  prc\i()nsl\  mentioned  '. 
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Granted  the  doctor  is  a busy  man,  but  by  the 
same  token  the  patient,  too,  is  a busy  person, 
who  may  have  left  his  office  in  the  midst  of 
some  important  transaction  so  that  he  would  be 
punctual,  and  be  able  to  keep  his  2 o’clock 
appointment  with  his  doctor.  The  obviously  poor 
public  relations  in  this  respect  need  not  be 
discussed  in  detail.  The  unfavorable  aspects  are 
all  too  apparent.  If  your  office  secretary  is  book- 
ing too  many  patients  for  you  during  the  work- 
ing hours  of  your  day,  then  it  may  prove  ad- 
visable to  cut  back  on  these  so  that  you  will  be 
better  able  to  adhere  to  a more  rigid  timetable. 
Can  you  begin  to  visualize  the  utter  confusion 
if  American  Airlines  was  to  ignore  its  published 
departure  schedules?  It  would  be  chaotic. 

4.  Lastly,  this  paragraph  pertains  to  the  matter 
of  your  procedure  in  billing  the  patient.  First 
off,  you  must  realize  that  practically  all  people 
resent  having  to  fork  over  hard-earned  cash  for 
medical  services,  because  most  of  us  feel  that 
good  health  is  God-given  and  inherent,  es- 
pecially in  America,  just  like  freedom  and  fresh 
air.  The  point  is  that  all  too  often  the  statement 


DOUCHE 
POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 

P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


is  not  itemized,  with  just  a flat  amount  — $200, 
$300  or  whatever  it  may  be  — for  medical  serv- 
ices rendered.  Nothing  more  than  that.  Some- 
times the  patient  is  not  even  sure  what  he  is 
paying  for,  and  it  certainly  makes  it  difficult 
for  him  to  brag  about  his  operation  if  he  doesn’t 
know  what  his  operation  was.  Gan  you  imagine 
not  receiving  an  itemized  bill  from  Marshall 
Field,  or  from  your  route  milkman?  Some  ex- 
planation of  the  services  rendered  is  in  order, 
as  well  as  being  the  courteous  thing  to  do. 

These  are  only  intended  as  a few  basics  of 
sensible  public  relations.  If  a doctor  were  to 
religiously  adhere  to  these  concepts,  he  would 
find  his  relationships  excellent,  with  his  patients 
being  far  more  responsive  and  interested  in  his 
professional  affairs  and  his  social  well-being. 
In  fact,  such  a person  becomes  of  incalculable 
value  when  it  comes  to  fending  off  those  gov- 
ernmental pressures  and  pies-in-the-sky  like  the 
recent  government  sponsored  legislative  meas- 
ures which  too  many  people  are  already  favor- 
ing. 

Robert  R.  Rinehart 


Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 
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Day  and  night- 
less liiesiig, 
ciigiig,  iilir 

^ ® ® s 

respiratisi  ii 


New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms... prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains: 

Isuprel®  (brand  of  isoproterenol)  HCl  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 


LABORATORIES 
New  York  18,  N.Y. 


ISUPREL  AND  LUMINAL,  TRADEMARKS  REO-  U.  S-  PAT.  Off. 
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NEW.  .made  from  100%  com  oil 


UNSALTED  MARGARINE 


FOR  HYPERTENSIVE  PATIENTS 


* contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  hutter 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, new  Fleischmann’s  Unsalted  Corn 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated corn  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  corn  oil. 

The  substitution  of  Fleischmann’s  Un- 
salted Corn  Oil  Margarine  for  butter  or 


ordinary  margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
hypertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  dehcate 
taste  that  he’ll  like.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 
presently  limited  in  some  areas. 


In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann’s  Unsalted  (Sweet)  Margarine; 

Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 

100% 


Heisehmarin’s 


In  the  Grocer’s  Frozen  Food  Case 


AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Fleischmann's 

Corn  Oil  Margarine  Will  Supply 

Corn  Oil— Liquid 

. 22.7  Gm. 

Corn  Oil— Partially  Hydrogenated  . . 

. 22.7  Gm. 

Iodine  Value 

. . 90-95 

Sodium  (dietetically  sodium-free)  . . 

. 6 Mgs. 

Linoleic  Acid 

. 13.6  Gm. 

Vitamin  A (Adult's  Need) 

. . 47% 

Vitamin  A (Child’s  Need) 

...  62% 

Vitamin  D (Adult’s  and  Child’s  Need) 

...  62% 

ONLY  UNSALTED  MARGARINE 

MADE  FROM  100% 

CORN  OIL 
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Future  Medical  Meetings  and  Postgraduate  Education 

Good  Samaritan  Hospital 
Postgraduate  Seminar 

OBSTETRICS,  GYNECOLOGY,  AND  PEDIATRICS 

SEPTEMBER  22  AND  23,  1961 


All  Sessions 
At 

Good  Samaritan  Hospital 
1033  East  McDowell  Road 
Phoenix  6,  Arizona 


Sponsored  by  the  Good  Samaritan  Hospital  Medical  Staff 
Under  the  Direction  of  Postgraduate  Education  Gommittee 
Richard  K.  MacMillan,  M.D.,  Internal  Medicine,  Ghairman 
William  E.  Grisp,  M.D.,  Obstetrics  and  Gynecology 
Joseph  J.  Likos,  M.D.,  Pathology 
Herman  W.  Lipow,  M.D.,  Pediatrics 
Arthur  R.  Nelson,  M.D.,  General  and  Thoracic  Surgery 
Noel  G.  Smith,  M.D.,  General  Practice 
Good  Samaritan 
Postgraduate  Seminar 
on 

Obstetrics  and  Gynecology 
Friday,  September  22,  1961 


Each  presentation  will  be  followed  by  a 15  to  20-minute  question  and  answer  period  in  which 
all  panel  members  will  participate. 


1:00  p.m. 
1:30  p.m. 

2:10  p.m. 

2:50  p.m. 
3:05  p.m. 

3:45  p.m. 


Registration 
Functional  Rleeding 

William  E.  Grisp,  M.D. 
Menopausal  Rleeding 
Preston  Brown,  M.D. 
Intermission 
Prolonged  Labor 

Phillip  Windrow,  M.D. 
Breech  Presentation 

Edward  Sattenspiel,  M.D. 


INFORMATION 

Fee  for  registration  is  $10  for  the  complete  course,  payable  to  the  hospital.  Fur  puxsiv  ians 
wishing  to  register  for  only  one  session,  the  fee  is  $5  for  the  Obstetrical-G\'m'eolr'iM-' u (.(lurse 
or  $5  for  the  Pediatric  course.  No  registration  fee  is  required  lor  interns  or  r(\s.d('uts  alliliati'd 
with  any  hospital  located  in  the  state  of  Arizona. 
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Good  Samaritan 
Postgraduate  Seminar 
on 

Pediatrics 

Saturday,  September  23,  1961 

Each  presentation  will  be  followed  by  a 5 to  10-minute  question  and  answer  period. 

8:00  a.m.  New  Thoughts  on  Hospital  Care  of  Full-Term  and  Premature  Infants 
(Breakfast)  Richard  B.  Johns,  AI.D. 

Herman  W.  Lipow,  M.D. 

Diagnosis  and  Surgical  Aspects  of  Chronic  Constipation  in  Children 
Daniel  Cloud,  M.D. 

Drug  Dosage  in  Overwhelming  Infections  and  Meningitis  in  Children 
Melvin  Cohen,  M.D. 

Office  Alanagement  of  Common  Foot  Problems  in  Children 
James  Alway,  M.D. 

Current  Status  of  Immunization  Program  for  Office  Practice 
William  Harper,  M.D. 

Office  Management  of  Pyelonephritis  in  Childhood 
Clyde  Kurtz,  M.D. 

Practical  Office  and  Hospital  Management  of  Diarrhea  in  Infancy 
Robert  Crawford,  M.D. 

Practical  Management  of  Common  Pediatric  Skin  Conditions 
Eugene  Leibsohn,  M.D. 

Application  for  Postgraduate  Seminar  in  Obstetrics,  Gynecology,  and  Pediatrics  at  Good  Samari- 
tan Hospital,  September  22  and  23,  1961. 


Name M.D. 

( Please  Print ) 

Address 

City State 

Aledical  School Year 


My  seminar  fee  of  $10  □ or  $5  for  Obstetrical-Gynecological  course  □ or  $5  for  Pediatrics  Q 
is  enclosed,  to  be  sent  to  Postgraduate  Education  Committee,  Good  Samaritan  Hospital,  1033 
East  McDowell  Road,  Phoenix  6,  Arizona. 

Signed Date 

If  you  are  an  intern  □ or  resident  QH  in  an  Arizona  hospital,  please  check  and  indicate  hospital 

and  position  held (No  fee) 

Detach  and  send  with  fee. 


SYMPOSIUM  ON  DISEASES 
OF  THE  CHEST 

Maricopa  County  Health  Department  Auditorium 
1825  E.  Roosevelt,  Phoenix,  Arizona 
Presented  by 

THE  ARIZONA  THORACIC  SOCIETY 
Tentative  Program 

September  14,  1961 
8:30  a.m.  Registration  — no  fee 

9:00  a.m.  Greetings  and  Introductions 

Matthew  J.  Noon,  M.D.,  President,  Arizona  Thoracic  Society 
Lloyd  M.  Earner,  M.D.,  Arizona  State  Health  Commissioner 


9:00  a.m. 
9:25  a.m. 
9:50  a.m. 
10:15  a.m. 
10:45  a.m. 
11:15  a.m. 
11:40  a.m. 
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9:30  a.m. 


10:45  a.m. 
11:00  a.m. 


12:30  p.m. 
2:00  p.m. 


3:30  p.m. 
3:45  p.m. 


5:15  p.m. 


3:00  a.m. 


8:45  a.m. 


9:30  a.m. 


11:00  a.m. 


11:15  a.m. 


12:30  p.m. 
2:00  p.m. 

3:30  p.m. 
3:45  p.m. 


5:30  p.m. 


Fred  J.  Payne,  M.D.,  Chief,  Bureau  of  Preventive  Disease  Control,  Arizona 
State  Health  Department 

Stanford  F.  Farnsworth,  M.D.,  Director,  Maricopa  County  Health 
Department 

Trends  in  the  Treatment  of  Tuberculosis,  Including  Chemotherapy 

Julius  L.  Wilson,  M.D.,  Director  of  Medical  Education,  American  Thoracic 
Society,  New  York 
Question  and  answer  period 
Coffee  break 

Indications  for  Pulmonary  Resection  in  Infections  of  the  Lung 

Robert  R.  Shaw,  AI.D.,  Chief,  Section  of  Thoracic  Surgery,  Baylor  University 
Medical  Center,  Dallas,  Texas 
Question  and  answer  period 
Lunch 

Diagnosis,  Treatment  and  Prognosis  of  Childhood  Tuberculosis 

Rosa  Lee  Nemir,  M.D.,  Professor  of  Pediatrics,  New  York  University  Medical 
School  and  Bellevue  Pediatrics  Service,  New  York 
Question  and  answer  period 
Coffee  break 

Discussion  on  pulmonary  physiology  and  application  of  results  of  various  pulmo- 
nary function  studies  in  practice 

James  Kieran,  M.D.,  Berkeley,  California 
Adjourn 

September  15,  1961 
Fungus  Diseases 

Michael  L.  Furcolow,  M.D.,  Chief,  Communicable  Disease  Center,  Kansas 
City  Field  Station,  U.  S.  Public  Health  Service,  Kansas  City,  Kansas 
Question  and  answer  period 
New  Horizons  in  Respiratory  Disease 
Julius  L.  Wilson,  M.D. 

Question  and  answer  period 

The  Effect  of  Dust  Eumes  and  Air  Pollution  on  the  Lungs 
Oscar  A.  Sander,  M.D.,  Milwaukee,  Wisconsin 
Question  and  answer  period 
Coffee  break 

Differential  Diagnosis  of  Tuberculosis  in  Children  Including  Mediastinal 
Enlargement 
Rosa  Lee  Nemir,  M.D. 

Question  and  answer  period 
Lunch 

New  Approaches  to  the  Treatment  of  Bronchogenic  Carcinoma 
Robert  Shaw,  M.D. 

Question  and  answer  period 
Coffee  break 

Panel  discussion  on  Cor  Pulmonale  — Hypertension  of  the  Lesser  Cireulatior 
Shaw  McDaniel,  M.D.,  Phoenix,  from  the  clinician’s  side 
James  Kieran,  M.D.,  from  the  angle  of  the  pulmonar>'  pin’siologist 
Joseph  Beeman,  M.D.,  Tucson,  from  the  view  of  the  pathologist 
Question  and  answer  period 

Adjourn 
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This  aforementional  symposium  is  co-sponsored 
by: 

The  American  Thoracic  Society 

United  States  Public  Health  Service 

Arizona  State  Department  of  Health 

Maricopa  County  Health  Department 

Arizona  Tuberculosis  and  Health  Association,  Inc. 

Greater  Phoenix  TB  and  Health  Association 


problems  and  current  research  activity  in  these 
areas  will  be  presented.  For  further  information, 
write  to:  Dr.  Roy  Hertz,  National  Institutes  of 
Health,  Building  10,  Bethesda  14,  Maryland.  The 
fee  will  be  $100.00  for  physicians,  with  a reduc- 
tion to  $30.00  for  Residents  and  Fellows.  En- 
rollment limited  to  100. 


REGIONAL  CONFERENCE  ON 
MEDICAL  EDUCATION 

“Medical  Education  and  Health  Seiences  in 
the  West”  will  be  the  subject  of  a special  one- 
day  conference  at  the  University  of  Utah,  Salt 
Lake  City,  on  September  12,  1961.  Scheduled 
for  the  day  preceeding  the  opening  of  the  annual 
meeting  of  the  Utah  State  Medical  Association, 
the  conference  will  be  jointly  sponsored  by  the 
Western  Interstate  Commission  for  Higher  Edu- 
cation (WICHE)  and  “What  Goes  On,”  the 
postgraduate  education  information  service  of 
the  Rocky  Mountain  Medical  Journal. 


AMA  CONFERENCE  ON  DISASTER 

MEDICAL  CARE 

The  American  Medical  Association 
is  sponsoring 
the 

Twelfth  County  Medical  Societies  Conference 
on  Disaster  Medical  Care 
Palmer  House,  Chicago,  Illinois 
November  4-5,  1961 


THIRTEENTH  POSTGRADUATE 
ASSEMBLY  IN  ENDOCRINOLOGY 
AND  METABOLISM 

Under  the  Co-Sponsorship  of  The  Endocrine 
Society  and  The  National  Institutes  of  Health 
Bethesda,  Alaryland 
October  2-6,  1961 

A comprehensive  review  of  clinical  endocrine 


SOUTHWESTERN  MEDICAL 
ASSOCIATION 

43rd  Annual  Meeting 
October  19-21,  1961 
Tropicana  Hotel,  Las  Vegas,  Nevada 
FACULTY 
O.  T.  Clagett,  M.D. 

Surgical  Section 
Mayo  Clinic 
Rochester,  Minnesota 

Arthur  C.  Curtis,  M.D. 

Professor  of  Dermatology 
School  of  Medicine 
University  of  Michigan 
Ann  Arbor,  Michigan 

Cory  M.  Dougherty,  M.D. 

Clinical  Associate  Professor 
Department  of  Obstetrics  and  Gynecology 
School  of  Medicine 
Louisiana  State  University 
New  Orleans,  Louisiana 

Alax  Fine,  AI.D. 

Associate  Clinical  Professor 
Stanford  University  School  of  Medicine  and 
University  of  California  Medical  School 
Palo  Alto,  California 

S.  Benjamin  Fowler,  AI.D. 

Associate  Professor  of  Clinical  Orthopaedic 
Surgery 

Vanderbilt  University  Medical  School 
Nashville,  Tennessee 

William  Parsons,  AI.D. 

Department  of  Internal  Medicine 
School  of  Medicine 
University  of  Virginia 
Charlottesville,  Virginia 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  USUAL  dosage: 
1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independc 


Wallace  Laboratories,  Cran!'U.  \ . Jersey 


UHiitorit  COM/,  , . , . 

supervision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
liighh'-trained,  registered  nurses  are  alwa\'s  nearbv. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


AMherst  4-^ 


PHOENIX,  ARIZ 


niTfl  I RFNnHFIMMn  FAPA  MpHiral  nirp 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 
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effective,  palatable,  economical 

Cremo8uxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored . . . readily  accepted  by  patients  of  all  ages. 

Additional  information  on  Cremosuxidine  is  available  to  physicians  on  request. 

MERCK  SHARP  & DOHME,  division  of  nierck  & co„  Inc.,  west  point,  pa. 
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DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 


Nurses'  Professional  Registry 


703  Professional  Bldg.  — Phoenix  — AL  4-41  51 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hou/s  Daily 


3029  E.  2nd  St. 


Tucson,  Arizona 

"Eastablished  1932" 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFOITI 


yke  'JfaHkiiH 


Hospital  License  No.  71 
Registered  A.M.A. 
Member  A.H.A. 


367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Orthopedic  • Acute  or  Chronic 

• Post-Operative  o Geriatric  • Convalescent 

• Non-Sectarian  » Medical  Doctor  of  your  choice 

LISTED  by  American  Hospital  Association 

24  Hr.  Professional  Nursing  — R.N.'s  on  all  shifts. 
Phone:  MA  3-7591 

1501  N.  3rd  Ave.  Tucson,  Arizona 

Alberta  M.  Lovett,  President 
Charles  H.  Schmid,  Treasurer 
Katharine  C.  Schmid,  Director,  Admission-Patient  Services 

BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  CONVENIENT  LOCATIONS 

NORTH  CENTRAL  MEDICAL  BLDG. 

2021  N.  Central 
And 

PROFESSIONAL  BUILDING 
1 3 E.  Monroe 

Phoenix,  Arizona 

C/ry  WADf  DELIVERY 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


A Symbol 
to  Support . . . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION  JNC 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-240.'? 


PIMA  COUNTY  REPRESENTATlVt 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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[ LABORATORIES 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1 601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


itledical  Centef  OC-^atf  and  Clinical  Xalf^t-atcHf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Pfp^e,6^hHal  X-^aif  and  Clinical  Xahratprif 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


Volume  18,  No.  9 


Arizona  Medicine 


79A 


PHYSICIANS’  DIRECTORY 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Cameiback  Road  CR  7-3337 

Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 

122  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 
F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 


THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson  Mi'. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stc  M.  ' . 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.  ..C  S. 

Robert  A.  Johnson,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surr.r'ry. 
2620  No.  3rd  Street  — Phoenix,  Arizona  CR  7-621 1 
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Plastic  and  Reconstructive  Surgery 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 


JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 


SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


PSYCHIATRY 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 

1515  N.  9th  St.  Phoenix,  Arizona 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 


224  E.  Thomas  Rd. 


AM  6-0630 


Phoenix,  Arizona 


550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 
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V^_>|oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


PHARMACY  DIRECTORY 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


iScotisJale  call 
Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC 

WH  5-3791 

Scottsdale  Medical  Center 
21  8 E.  Stetson  Drive 
Scottsdale,  Arizona 
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Ryan  Evans  Drugs  12A 

Sobering  Corporation  19A 

Searle,  G.  D.  & Co 48A 

Smith,  Kline  & French  Lab 56A 

Squibb,  E.  R.  & Sons,  Co 17A,  46A,  47A 

Standard  Brands,  Inc.  68A 

Upjohn,  The  Co 8A 
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Wayland  Drugs  76A 


Medical  & Dental  Finance  Bureau 31 A Wesson  Oil  & Snowdrift  Sales  Co 28A,  29A 
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THE  NEW  ROYAL  ELECTRIC 

The  new  Royal  Electric  design  is  more  practical  and  functional 
than  ever.  A computer-like  keyboard  gives  the  typist  greater 
convenience,  efficiency  and  speed.  The  new  carriage  imit  reacts 
with  split-second  accruacy  and  all  controls  are  centralized  on 
top  within  easy  reach  of  the  operator.  Only  Royal  offers  so  many 
convenient  and  time-saving  extras  such  as  Magic  Margin,  Line 
Meter,  Twin-Pak  Ribbon  and  a complete  selection  of  automatic 
repeat  controls. 

The  new  Royal  has  the  lightest,  most  uniform  touch  of  any  elec- 
tric. It  can  be  varied  to  suit  each  typist.  This  Touch  Control 
plus  Royal’s  uniform  key  dip  on  each  row  promotes  better  typing 
rhythm,  lessens  finger  fatigue  and  increases  speed. 

The  new  Royal  produces  printwork  unmistakably  superior  to  that 
of  any  other  electric.  The  result  being:  1.  a more  clearly  etched 
letter;  2.  a more  uniform  inking  of  each  character;  3.  a more 
accurate  alignment  of  letters  and  words. 


OFFICE  EOUIPMFNI  CENTER 


801  W.  Indian  School  Rd.  • Phoenix,  Ariz. 

am  4-4141 


AN  AMES  CLINIQUIGK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.^  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  1/4%,  ¥2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.^  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOB  PRACTiCAi  fleCOHftOV  OF  UilNE-SOOAft  (JOAKTITATIOK 


COLOR-CALIBRATED 


CLINITEST 

Reagent  Tablets 


Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid. 


BRAND 


015  0 1 


taste -tested 
by  experts 

VI-SOL 

Chewable  V itamins 

TRI-VI-SOL*  • POLY-VI-SOL*  • DECA-VI-SOU* 

University  of  California 
xe^iical  Center  Library 
3rd  & Parnassus 
San  crane  Is 0 0 22, 


In  recent  taste  tests  by  over  800  children, 
the  flavor  of  Vi-Sol®  tvas  preferred  over 
other  chetvable  vitamin  tablets... as  much 
as  2 to  1 in  some  cases. 

Vi-Sol  cheteable  vitamins  are  reformulated 
on  an  authoritative  basis,*  with  practical 
modifications,  to  provide  safe,  rational  lev- 
els of  vitamins  C,  D and  A for  the  growing 
child— preschool  to  adolescent. 

*J.A.M.A.  160:41-45  (Jan.  3)  1959.  55^, 

Mead  Johnson 
Laboratories 


Calif 


Syjyibol  of  service  in  medicine 
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EfTicacy  of  proplonyl  erythromycin  and  its  lauryl  sulfate  salt  In 
803  patients  with  common  bacterial  respiratory  infections 

I Ton,.M.„.. 

I-  92.3% 


23S  patients 


aAC-le  Strcpfotocc js  Phaf,n3itis* 
OO  tff' 


iiSg^gj 


88.3% 

317  pBtlents 


i\-  ./ 


Bronchitis*  <Bacteriat  Coiripiications) 

- 95.3% 

•p:  ,.  85  patients  ' 
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Ilosone® 
works 
to  speed 
recovery 


•References  available  on  request. 

The  usual  dosage  for  infants  and  children  under  twenty-five  pounds  is  5 mg.  per 
pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 

For  adults  and  children  over  fifty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours. 
In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Available  as:  Pulvules® — 125  and  250  mg.  f;  Oral  Suspension — 125  mg.  f per  5-cc. 
teaspoonful;  and  Drops — 5 mg.  f per  drop. 

Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

Ilosone®  (proplonyl  erythromycin  ester  lauryl  sulfate,  Lilly) 
jBase  equivalent 
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IN  CERTAIN 

MENINGEAL  INFECTIONS 
effective  cerebrospinal 
fluid  levels- 

effective  antibacterial  action 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis' 

In  the  management  of  certain  meningeal  infections,  Chloromycetin  offers  unique' 
advantages.  It  has  been  described  by  one  investigator  as  “...the  best  chemother- 
apeutic agent  for  patients  with  H.  influenzae  meningitis....’’^  In  comparative  in  vitrc 
studies,^  CHLOROMYCETIN  showed  the  “highest  effectiveness’’  against  Hemopfi/luJ 
influenzae,  Diplococcus  pneumoniae,  streptococcus,  and  numerous  other  pathogens.l 
Another  report  states:  “Chloramphenicol  is  regularly  detected  in  the  cerebrospinal 
fluid  when  blood  levels  greater  than  10  micrograms  per  ml.  are  reached.’’^  Blood  levels] 
of  this  magnitude  are  easily  attainable  with  the  administration  of  Chloromycetin  bw 
either  the  oral  or  parenteral  routes. 

CHLOROMYCETIN  effectively  penetrates  the  blood-brain  barrier;^®  provides  effective 
action  against  H.  influenzae^'^’^'^  and  other  invaders  of  the  meninges.^’^'^°’“  Product 
forms  are  available  for  administration  by  the  intravenous,  intramuscular,  and  oral 
routes.  For  these  reasons,  Chloromycetin  has  contributed  conspicuously  to  the 
dramatic  drop  in  mortality  rates  in  meningeal  infections  caused  by  H.  influenzae 
and  other  susceptible  microorganisms. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®oi' 
250  mg.,  in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocy- 
topenia, granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Bloodi 
dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  thej 
possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infectionsl 
caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be 
used  when  other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infec- 
tions such  as  colds,  influenza,  or  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While 

blood  studies  may  detect  early  peripheral  blood  changes,  such  as  leuko-  p'"' '•** 

penia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  PARKE-DAVIS 
cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to  develop-  PARKe,  DAVIS  A COMPANY.  Dttroll  37. 
ment  of  aplastic  anemia.  i 

I 

J 


in  vitro  sensitivity 
of  Hemophilus 
influenzae  to 


Antibacterial  - E 


Antibac 
45%  . 
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CHLOROMYCETIN 
and  to  eight  other 
antibacterials* 


Sensitivity  tests  were  done  by  the  disc  method 
on  a total  of  100  strains  of  H.  influenzae  obtained 
from  clinical  isolates  from  1955  through  1958. 

^Adapted  from  Jolliff,  C.  R.;  Engelhard,  W.  E.; 
Ohisen,  J.  R.;  Heidrick,  P.  j.;  & Cain,  J.  A.,i  with 
permission  of  the  authors. 


Antibac 
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References:  (1)  Smith,  M.  H.  D.:  Pediatrics 
17:258,  1956.  (2)  Jolliff,  C.  R.,  et  al.:  Antibiotics 
& Chemother.  10:694,  1960.  (3)  Harter,  D.  H.,  & 
Petersdorf,  R.  G.:  Yale  J.  Biol.  & Med.  32:280, 
1960.  (4)  Ross,  S.,  et  al..  in  Welch,  H.,  & Marti- 
Ibahez,  F.:  Antibiotics  Annual  1957-1958,  New 
York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803. 
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DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


CASE 


No  offensive 
after-odor. 


For  Refreshing  Feminine  Daintiness 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


MUrray  1-2301 


SYcamore  5-9901 


2900  E.  Del  Mar  Blvd. 

(formerly  Blanche  Street) 


PASADENA,  CALIFORNIA 


Las  Encinas,  sheltered  in  its  own  landscaped  park,  is  conveniently 
i located  in  Pasadena.  Fully  equipped  for  the  clinical  study,  diagnosis 
and  care  of  medical  and  emotional  problems.  Full-time  staff  of  certified 
specialists  in  surgery,  medicine  and  psychiatry.  Rooms,  apartments  and 
suites  available  in  main  building  or  attractive  cottages. 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Medical  Director 

STAFF 
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SAUNDERS  BOOKS 


Dripps,  Eckenhoff  and  Vandam- 

Introduction  to  Anesthesia 
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New  ^ 2nd J Edition! 


An  ideal  basic  guide  to  the  understanding 
and  administration  of  anesthesia.  Not  only 
do  the  authors  give  you  principles  of  today’s 
safe  anesthetic  practice,  but  offer  hundreds  of 
practical  hints  rarely  included  in  existing 
works.  You’ll  find  indications  for  various  types 
of  anesthesia,  the  effectiveness  of  each  under 
different  circumstances,  and  the  hazards  in- 
volved in  their  use.  Inhalation,  open  drop, 
spinal,  intravenous  barbiturate  and  local  an- 
esthesia are  all  considered.  For  this  New  (2nd) 
Edition  there  are  entirely  new  chapters  on: 
techniques  of  inhalation  anesthesia;  chemical 
absorption  of  expired  carbon  dioxide;  physio- 
logic effects  of  elevated  carbon  dioxide;  intra- 


venous techniques  in  therapy;  an  approach  to 
asepsis  in  anesthesia;  cardiac  resuscitation  and 
respiratory  resuscitation.  The  new  external  car- 
diac massage  procedure  is  fully  described  and 
illustrated.  New  material  is  also  included  on: 
monitoring  during  anesthesia;  vaporization  of 
anesthetics;  controlled  hypotension;  hypother- 
mia; treatment  of  the  comatose  patient;  etc. 

By  Robert  D.  Dripps,  M.D.,  Professor  and  Chairman, 
Department  of  Anesthesia;  James  E.  Eckenhoff,  M.D., 
Professor  of  Anesthesia,  Both  at  the  University  of  Pennsyl- 
vania Schools  of  Medicine  ; and  Leroy  D.  Vandam,  M.D., 
Clinical  Professor  of  Anesthesia,  Harvard  Medical  School, 
Director  of  Anesthesia,  Peter  Bent  Brigham  Hospital,  Bos- 
ton. About  407  pages,  6"x91/4",  illustrated.  About  $7.00. 

ttew  (2nd)  Edition — Just  Ready  I 


Corday  and  Irving-  Disturbances  of  Heart 
Rate,  Rhythm,  and  Conduction 
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A New  Book! 


This  volume  gives  you  a wonderfully  clear 
physiologic  foundation  for  greater  compre- 
hension of  cardiac  arrhythmias.  Emphasis  is 
placed  on  the  correlation  of  mechanical  and 
electrical  events  taking  place  in  the  heart  in  the 
presence  of  arrhythmic  disorders.  Mechanical 
and  electrical  sequences  are  demonstrated  for 
each  type  of  arrhythmia  in  a highly  effective 
series  of  schematic  line  drawings.  Extensive  at- 
tention is  paid  to  symptoms,  physical  signs, 
treatment  and  prognosis.  Of  valuable  clinical 
help  is  the  chapter  on  bedside  diagnosis  and 
the  section  on  the  role  of  emotions  in  producing 
disorders  of  cardiac  rate.  There  is  advice  on 
complications  of  heart  rhythm  arising  during 


anesthesia  and  on  managing  cardiac  arrest. 
Detailed  use  of  vasopressor  drugs  in  treatment 
of  cardiac  arrhythmias,  as  well  as  the  preven- 
tion of  recurrent  tachycardias  with  anti-thyroid 
drugs  are  clearly  discussed.  You'll  find  helpful 
chapters  on:  A Blueprint  of  Disturbances  of 
Rhythm  and  Conduction — Abnormal  Rhythms 
Arising  from  the  S-A  Node — Ectopic  Rhythms 
Arising  from  the  Atrial  Muscle — Alterations  of 
the  Heart — etc. 

By  Eliot  Corday,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P., 
Assistant  Clinical  Professor  of  Medicine,  School  of  Medi- 
cine, University  of  California,  Los  Angeles ; and  David  W. 
Irving,  M.D.,  Clinical  Assistant,  School  of  Medicine,  Uni- 
versity of  California,  Los  Angeles.  About  384  pages,  6V2"  x 
9*/4”.  with  223  illustrations.  About  $9.00. 

New' — Just  Ready  ! 
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Order  Today  from  W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  me  the  following  books  and  bill  me: 

□ Dripps,  Eckenhoff  & Vandam’s  Introduction  to  Anesthesia,  about  $7.00 

□ Corday  & Irving's  Disturbances  of  Heart  Rate,  Rhythm  & Conduction,  about  $9.00 
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man (Phoenix);  Jack  E.  Brooks,  M.D.  (Phoenix);  Robert 
E.  Hastings,  M.D.  (Tucson);  Louis  Hirsch,  M.D.  (Tucson); 
Maurice  Rosenthal,  M.D.  (Phoenix);  George  A.  Spikes,  M.D. 
(Douglas). 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  Robert  N.  Class,  M.D. 
(Tucson);  John  F.  Currin,  M.D.  (Flagstaff);  Ruland  W.  Hus- 
song,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D.,  Chair- 
man (Phoenix);  James  D.  Alway,  M.D.  (Phoenix);  Otto  L. 
Bendheim,  M.D.  (Phoenix);  W.  Albert  Brewer,  M.D.  (Phoe- 
nix); Orin  J.  Famess,  M.D.  (Tucson);  Ray  Fife,  M.D.  (Phoe- 
nix); Richard  B.  Johns,  M.D.  (Phoenix);  Howard  W.  Kimball, 
M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson);  George 
G.  McKhann,  M.D.  (Phoenix);  Hemian  S.  Rhu,  M.D.  (Tuc- 
son); Paul  J.  Slosser,  M.D.  (Yuma);  Charles  A.  L.  Stephens, 
M.D.  (Tucson);  Lowell  C.  Wormley,  M.D.  (Phoenix). 
PROFESSIONAL  LIAISON  COMMITTEE:  Ben  B.  Frissell,  M.D., 
Chairman  (Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  William  G.  Payne,  M.D.  CTempe); 
Harold  J.  Rowe,  M.D.  (Tucson);  Delbert  L.  Secrist,  M.D. 
(Tucson);  Hugh  M.  Smith,  M.D.  (Tucson);  Noel  G.  Smith, 
M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix);  Roy 
O.  Young,  M.D.  (Flagstaff). 

PUBLIC  RELATIONS  COMMITTEE:  Roland  F.  Schoen,  M.D., 
Chairman  (Casa  Grande);  Robert  H.  Bullington,  M.D.  (Phoe- 
nix); Howard  W.  Finke,  M.D.  (Superior);  Charles  H.  Fin- 
ney, M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas);  Ralph 
T.  Irwin,  M.D.  (Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix); 
John  F.  Kahle,  M.D.  (Flagstaff);  J.  Edwin  Keppel,  M.D. 
(Mesa);  Clarence  H.  Kuhlman,  M.D.  (Tucson);  W.  R.  Man- 
ning, M.D.  (Tucson);  Clarence  L.  Robbins,  M.D.  (Tucson); 
Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix); 
John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins,  M.D. 
(Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  O.  Flynn, 

M.D.,  Co-Chairman  (Tempe);  Clarence  E.  Yount,  Jr.,  M.D., 
Co-Chairman  (Prescott);  James  E.  Brady,  Jr.,  M.D.  (Tucson); 
Richard  E.  H.  Duisberg,  M.D.  (Phoenix);  Fred  L.  Goff, 
M.D.  (Douglas);  Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H. 
Landeen,  M.D.  (Tucson);  William  H.  Lyle,  M.D.  (Yuma); 
Arthur  R.  Nelson,  M.D.  (Phoenix);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  Walter  M.  O’Brien,  M.D.  (Globe);  Edward 
Sattenspiel,  M.D.  (Phoenix);  Roland  F.  Schoen,  M.D.  (Casa 
Grande);  John  R.  Schwartzmann,  M.D.  (Tucson);  William 
B.  Steen,  M.D.  (Tucson). 
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NEW..made  from  100%  com  oil 

MARGARINE 
FOR  HYPERTENSIVE  PATIENTS 

* contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  hutter 


IMSALTED 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, new  Fleischmann’s  Unsalted  Corn 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated corn  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  corn  oil. 

The  substitution  of  Fleischmann’s  Un- 
salted Corn  Oil  Margarine  for  butter  or 

In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann’s  Unsalted  (Sweet)  Margarine: 


ordinary  margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
hypertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  delicate 
taste  that  he’ll  like.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 
presently  limited  in  some  areas. 

AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Fleischmann's 
Corn  Oil  Margarine  Will  Supply 


Corn  Oil— Liquid 22.7  Gm. 

Corn  Oil— Partially  Hydrogenated  . . . 22.7  Gm. 
Iodine  Value 90-95 


Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 

100% 

Fleischmann’s 

Fresh-Frozen  in  the  green  foil  package 
in  your  grocer's  frozen  food  case 


Sodium  (dietetically  sodium-free)  ...  6 Mgs. 

Linoleic  Acid 13.6  Gm. 

Vitamin  A (Adult's  Need) 47% 

Vitamin  A (Child’s  Need)  62% 

Vitamin  D (Adult's  and  Child's  Need)  . . . 62% 

ONLY  UNSALTED  MARGARINE 
MADE  FROM  100%  CORN  OIL 
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WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1961-62  Board  Members 


President  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

President-Elect  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Avenue,  Salford,  Arizona 

1st  Vice  President  Mrs.  Clare  W.  Johnson  (Mary  Ann) 


(Organization  and  Membership  Chairman) 
318  West  Lawrence  Road,  Phoenix  13,  Arizona 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

Safety  Mrs.  C.  Selby  Mills  (Vivian) 

1844  E.  Keim  Drive,  Phoenix  16,  Arizona 

Student  Nurse  Loan  Fund Mrs.  Juan  Fonseca  (Virginia) 

2.50.5  Indian  Ridge  Drive,  Tucson,  Arizona 

Workshop  Advisor  Mrs.  Hiram  D.  Cochran  (Mary) 

3.5  Camino  Espanol,  Tucson,  Arizona 


2nd  Vice  President  Mrs.  John  Kahle  (Rosemary) 

(Program  Chairman) 

2412  N.  Talkington,  Flagstaff,  Arizona 

Treasurer  Mrs.  Herbert  D.  Welsh  (Lynn) 

Route  8,  Box  18,  Tucson,  Arizona 

Recording  Secretary Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Corresponding  Secretary  . .Mrs.  Bernard  W.  Simons,  Jr.  (Marjorie) 
3423  East  4th  St.,  Tucson,  Arizona 

Director  (1  year)  Mrs.  Robert  H.  Cummings  (Jerrye) 

5830  East  Arcadia  Lane,  Phoenix  18,  Arizona 

Director  (1  year)  Mrs.  Robert  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Director  (2  years)  Mrs.  William  D.  Nelson,  Jr.  (Ellen) 

2808  Vista  Lane,  Y’uma,  Arizona 


COUNTY  PRESIDENTS  - 1961-62 

Coconino  County  Mrs.  James  Wenzel  (Nancy) 

2143  N.  Navajo  Drive,  Flagstaff,  Arizona 

Gila  County  Mrs.  William  C.  Fowkes  (Jean) 

Box  1207,  Miami,  Arizona 

Maricopa  County  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix  13,  Arizona 

Pima  County  Mrs.  Frederick  J.  Hirsch  (June) 

5817  E.  Fourth  Street,  Tucson,  Arizona 

Yavapai  County  Mrs.  Donald  Merkle  (Helena) 

810  Norris  Road,  Prescott,  Arizona 

Yuma  County  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Y’uma,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1961-62 

American  Medical  Education  Fund  Mrs.  Max  Costin  (Kay) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

Bulletin  Mrs,  B.  E.  Lambrecht  (Lila) 

Box  1837,  Miami,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  W.  Stanley  Kitt  (Abbie) 

204.3  E.  Fourth  Street,  Tucson,  Arizona 

Community  Service  Mrs.  Thomas  Rowley  (Barbara) 

114  South  Miller  Street,  Mesa,  Arizona 

Convention  

Civil  Defense  Mrs.  Paul  Jarrett  (Beverly) 

501  East  Pasadena,  Phoenix  12,  Arizona 

Finance  Mrs.  Seymour  I.  Shapiro  (Arline) 

.54.33  E.  8th  Street,  Tucson,  Arizona 

Health  Careers  Mrs.  Earl  R.  Baldwin  (Betty) 

3.320  North  Martin  Avenue,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health  Mrs.  John  T.  Clymer  (Eloise) 

201  West  Flynn  Lane,  Phoenix  13,  Arizona 

Nominating  

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  North  view,  Phoenix  21,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDAS  DE 
NORTEAMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Ignacio  Chavez 

Edificio  Profesional,  Pavo  No.  112,  Guadalajara,  Jalisco,  Mex. 

President-Elect  Dr.  Juan  E.  Fonseca 

2409  E.  Adams,  Tucson,  Arizona 

Vice-President  Dr.  E.  Contreras  Reyna 

Marsella  12.5  Norte,  Guadalajara,  Jalisco,  Mexico 

Secretario  Dr.  Fausto  Zeron  Medina 

Guadalajara,  Jalisco,  Mexico 

Secretary  Dr.  M.  A.  Carreras 

130  South  Scott,  Tucson,  Arizona 

Executive  Secretary  Byron  Browder 

Tucson,  Arizona 

Secretario  Ejecutivo  Alfredo  E.  Patron 

Mazatlan,  Sinoloa,  Mexico 

Treasurer  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club,  Tucson,  Arizona 

Tesorero  Dr.  E.  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jalisco,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 

Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 


Increasingly... 

the 

trend  is  to 


in  sinusitis 


According  to  a recent  report*  on  the  effectiveness 
of  Terramycin  in  io6  cases  of  upper  respiratory 
tract  infection:  “The  response  in  sinusitis  was  par- 
ticularly gratifying,  as  both  acute  and  chronic 
cases  were  controlled  within  an  average  of  five 
days.” 

“It  was  the  impression  of  the  hospital  staff  that 
oxy tetracycline  [Terramycin]  was  not  only  better 
tolerated,  but  more  effective  than  other  antibiotics 
habitually  used.” 

The  results  reported  in  this  and  many  other  stud- 
ies confirm  the  vitality  of  Terramycin  for  broad- 
spectrum  antibiotic  therapy  and  demonstrate  why 
— increasingly— the  trend  is  to  Terramycin. 


CAPSULES 


250  mg.  and  125  mg.  per  capsule 


convenient  initial  or  maintenance  therapy 
in  adults  and  older  children 


Science  for  the  world's  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

^Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  NI.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily 
practice  is  based  on  its  broad  range  of 
antimicrobial  effectiveness,  excellent 
toleration,  and  low  order  of  toxicity.  As  with 
other  broad-spectrum  antibiotics, 
overgrowth  of  nonsusceptible  organisms  may 
develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility 
testing.  Glossitis  and  allergic  reactions  to 
Terramycin  are  rare.  Aluminum  hydroxide 
gel  may  decrease  antibiotic  absorption  and  is 
contraindicated. 

More  detailed  professional  information  available  on  request. 

another  reason  why  the  trend  is  to 
Terramycin— versatility  of  dosage  form: 

TERRAMYCIN  Syrup/ Pediatric  Drops 

125  mg.  per  tsp.  and  5 mg.  per  drop 
( 100  mg./cc.),  respectively — deliciously 
fruit -flavored  aqueous  forms  . . . 
precomtituted  for  ready  oral  administration 
TERRAMYCIN  Intramuscular  Solution 

50  mg./cc.  in  10  cc.  vials;  100  tng.  and 
250  mg.  in  2 cc.  ampules — the  broad- 
spectrum  antibiotic  for  mimediate  intra- 
nmsadar  injection  . . . conveniently 
preconstituted  . . . notably  well  tolerated  at 
injection  site  with  low  tissue  reaction 
compared  to  other  broad-spectrum  antibiotics 


PfizC!^  ScieiKe  for  the  world's  well-being® 


Dear  Doctor; 

Reports  from  our  representatives  indicate  that  many  physicians  would  appreciate 
simplification  for  prescription-writing  purposes  of  the  names  of  Terramycin  products  in 
both  the  “plain”  and  the  “Cosa”  dosage  forms. 

The  “Cosa”  forms  originated,  you  may  recall,  on  the  basis  of  clinical  evidence  of  enhanced 
antibiotic  absorption  when  glucosamine  is  employed  in  oral  administration.  To  permit  each 
physician  individually  to  study  this  evidence  and  choose  which  form  he  would  prefer  to 
prescribe,  we  offered  Terramycin  in  both  forms  — that  is,  in  the  regular  Terramycin  forms 
without  glucosamine,  and  in  the  “Cosa”  forms  with  glucosamine. 

This  distinction  appears  to  be  no  longer  necessary  since  glucosamine,  a highly  acceptable 
excipient  for  oral  antibiotics,  now  is  being  incorporated  uniformly  in  all  such  forms, 
thereby  simplifying  nomenclature  and  your  prescription  writing. 

Accordingly,  and  effective  immediately,  forms  incorporating  glucosamine  will  be  offered 
simply  as  Terramycin  without  the  “Cosa”  prefix. 

To  make  clear  just  which  forms  are  affected,  please  refer  to  the  brief  tabulation  (below) 
of  Terramycin  dosage  forms  both  before  and  after  this  change.  We  are  also  requesting  our 
representative  to  call  on  you  at  an  early  date  to  answer  any  questions  that  may  arise. 

We  feel  certain  that  this  action,  prompted  by  your  comments  and  those  of  many  other 
physicians,  will  simplify  your  writing  of  prescriptions  for  Terramycin  products. 

We  welcome  your  comments  on  this  action  and  on  any  other  phase  of  our  operations, 
since  it  is  our  objective  to  render  every  service  as  efficiently  as  possible  to  our  friends 
in  the  medical  profession. 

Sincerely, 

Pfizer  Laboratories 

The  folloamrig  table  mdicates  the  former  name  and  the  current  name  of  Terramycin 
systemic  preparations: 


FORMERLY  NAMED 

NOW  NAMED 

Cosa-Terramycin®  Capsules 

Teppamycin®  Capsules* 

• Cosa-Terrabon®  Oral  Suspension 

Teppamycin  Syrup 

Cosa-Terrabon  Pediatric  Drops 

Teppamycin  Pediatric  Drops 

and  simpler  names  for  these  Terratnycin-coartaining  fortmilations : 


. Cosa-Terrastatin®  Capsules 

Teppastatin®  Capsules 

K Cosa-Terr^tatin  fo?Oral  Suspension"^*'"' 

Teppastatln  for  Oral  Suspension 

i Co^^  Capsules  * 



lappacydln®  Capsules 

. . . and  these  nantes  remain  imchanged: 

Teppamycin  Intramuscular  Solution 
Tappamycin  Intravenous 


*Terramycin  Capsules  without  glucosamine  are  no  longer  available. 

The  clinical  versatility  of  Terramycin  is  enhanced  by  its  specialized  dosage  forms  adapted 
to  individual  needs— atiother  reason  for  the  trend  to  Terramycin. 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  e//icac7/ - Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other'  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply:  — capsule-shaped  tablets  providing  50 

mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

SQuibb  Standardized  Whole  Root  Rauwolha  Serpentina  (Raudixin) 
and  Bendroflumethiazide  (’Naturetin)  with  Potassium  Chloride 


For  full  infomiALion, 
see  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb 

Squibb  Quality 
— the  Priceless  Ingredient 


IHIN'fi,  'RAUTRAH'®  ANO  'NATO 


*Rauoi 


JRCTIN'®  ARC  SQUiea  TRAOCNARKS. 
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Board  of  Directors  Meeting 
July  9, 1961  Minutes 


Meeting  of  the  Board  of  Directors  of  The 
Arizona  Medical  Association,  Inc.,  July  9,  1961. 

EXECUTIVE  COMMITTEE  REPORT 

Dr.  William  B.  Steen,  Vice  President  and 
Chairman  of  the  Board  of  Directors,  reported 
the  following  actions  taken  by  the  Executive 
Committee  in  meeting  held  May  21,  1961  and 
July  8,  1961: 

DR.  STEEN:  I will  proceed  to  review  the 
actions  of  the  Executive  Committee  in  meeting 
held  May  21,  1961: 

House  of  Delegates  — Resolutions 

In  line  with  Resolutions  Nos.  1,  2,  3,  4,  5,  7 
and  13,  adopted  by  the  House  of  Delegates 
April  28,  1961,  in  accordance  with  direction, 
the  Board  of  Directors,  through  its  Executive 
Committee,  authorized  preparation  thereof  in 
pamphlet  form  and  distribution  approximating 
2,276  copies  at  a total  cost  approximating  $500.00, 
the  cost  of  which  is  to  be  financed  out  of  the 
General  Fund,  there  having  been  no  appropria- 
tion provided  therefor  in  the  Budget  covering 
April  1,  1961,  to  December  31,  1961.  Action 
approved. 

Resolution  No.  6,  referable  to  Benevolent 


and  Loan  Fund  Assessments  and  particularly  a 
proposed  amendment  to  Chapter  VII,  Section 
4(a)  of  the  By-Laws,  was  referred  to  the  Medi- 
cal Economics  Committee  for  review,  study  and 
recommendation.  Approved. 

Resolution  No.  8,  providing  for  “Study,  Re- 
port and  Recommendation  to  all  Aembers  of 
The  Arizona  Medical  Association  an  Actuarially 
Sound  Program  to  Combine  Medical  Student 
Loan,  and  Voluntary  Physicians  Disability  and 
Retirement  Plan  Under  One  Fund,”  was  re- 
ferred to  the  Medical  Economics  Committee  for 
its  information,  review,  comment  and/or  recom- 
mendation to  be  forwarded  to  the  Board  of  Di- 
rectors. Approved. 

Notional  Foundation  — Polio  Vaccinations 

In  response  to  The  National  Foundation  seek- 
ing endorsement  of  this  Association  of  its  June 
Polio  Vaccination  Campaign,  recommends  to  the 
Board  of  Directors  that  it  be  informed  that  the 
Association  has  been  and  continues  to  be  in 
favor  of  polio  vaccination  and  endorses  the 
determination  of  the  Foundation  to  confer  with 
the  County  Medical  Societies  of  this  state  seek- 
ing their  cooperation,  approxal  and  or  disap- 
proval of  its  planned  campaign. 

A poll  of  the  Board  membership  imdc'r  date 
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of  Alay  22,  1961,  resulted  in  twenty  members  of 
the  Board  approving  this  action,  one  abstaining 
from  voting  and  one  did  not  vote.  Board  re- 
affirmed action. 

The  Foundation  reports  appointment  of  Don- 
ald K.  Buffmire,  M.D.,  of  Phoenix,  to  member- 
ship of  its  Health  Scholarship  Committee  for 
Arizona  which  appointment  has  been  accepted 
by  Dr.  Buffmire.  Beceived  and  filed. 

Industrial  Commission  of  Arizona 

Industrial  Commission  of  Arizona  appoints 
Association  members  to  its  Industrial  Relations 
Committee  including  Doctors  John  F.  Currin 
(Flagstaff),  Juan  E.  Fonseca  (Tucson),  Oscar 
W.  Fricks  (Ajo),  Charles  P.  Neumann  (Tucson), 
John  H.  Ricker  (Phoenix),  and  Robert  W.  Weber 
(Tucson)  as  members  constituting  its  Medical 
Advisory  Board. 

Benevolent  and-  Loan  Fund  Committee 

Associate  with  the  Benevolent  and  Loan  Fund 
Trust  No.  120-03068  V.N.B.,  established  through 
the  Valley  National  Bank,  it  is  reported  that 
as  of  November  1,  1955,  Valley  National  Bank 
established  a Diversified  Common  Trust  Fund 
as  permitted  by  Arizona  Law  and  Regulations  of 
the  Board  of  Governors  of  the  Federal  Reserve 
System.  The  purpose  of  the  fund  is  to  bring  to- 
gether assets  of  several  of  other  trusts  and 
guardianships  into  one  common  fund  for  the 
mutual  advantage  of  all  through  a more  diversi- 
fied investment  program.  As  of  April  28,  1961, 
Valley  National  Bank  has  invested  assets  of  the 
Association  Trust  amounting  to  $20,173.00.  A 
statement  of  transactions  covering  the  period 
February,  1961  thru  April,  1961,  together  with 
a duplicate  statement  of  assets  as  of  April  16, 
1961,  were  filed  with  the  Association  in  accord- 
ance with  agreement  and  referred  to  the  Treas- 
urer and  Accountant.  Received  and  approved. 

Small  Business  Association,  Inc. 

The  Small  Business  Association,  Inc.,  requests 
this  Association  to  extend  its  aid  and  approval 
of  its  efforts  associate  with  the  repeal  of  the 
Inventory  Tax.  The  matter  was  referred  to  coun- 
sel and  following  review  it  is  recommended  that 
no  action  be  taken,  such  activity  being  beyond 
the  scope  of  operation  and  purposes  of  this 
Association. 

Recommendation  concurred  in. 

1961  Annual  Meeting  — Technical  Exhibits 

The  Del  E.  Webb  Corporation,  Investment 
and  Financing  Division,  e.xpresses  its  unhappi- 


ness in  being  refused  the  privilege  of  offering 
a “Hospitality  Room”  in  the  Safari  Hotel  in 
Scottsdale,  during  the  70th  Annual  Meeting  of 
the  Association  for  the  purpose  of  promoting  the 
Wilmot  Medical  Building,  under  construction 
by  the  company,  in  the  Tucson  area.  The  Presi- 
dent, Dr.  Smith,  responded,  setting  forth  in  de- 
tail the  reasons  for  denying  such  privilege  based 
on  conflict  with  policy  established  in  the  con- 
duct of  the  E.xhibit  Section  of  the  Annual  Aleet- 
ing. 

It  was  moved  by  Dr.  Beaton,  seconded  by 
Dr.  Singer  and  unanimously  carried  that  the 
action  taken  by  the  President,  Dr.  Smith,  in  this 
instance  be  approved;  and  that  the  Board  here- 
by determines  that  in  the  future  during  the 
Annual  Meeting  of  the  Association,  Hospitality 
Rooms  will  only  be  made  available  to  its  com- 
ponents, including  County  Medical  Societies  and 
Blue  Shield. 

AM  A — General  Practitioner  of  the  Year 

The  American  Medical  Association  requires 
constituent  State  Medical  Societies  to  submit 
nominations  for  the  1961  General  Practitioner  of 
the  Year,  to  be  filed  not  later  than  November  1, 
1961,  for  consideration  and  selection  prior  to  the 
Clinical  Aleeting  of  AMA  scheduled  to  be  held 
in  Denver,  November  27-30,  1961.  It  was  de- 
termined to  communicate  with  component 
County  Medical  Societies  apprising  them  of  this 
event  and  requesting  individual  nominees,  should 
they  have  such.  This  has  been  done.  It  was 
further  reported  that  the  House  of  Delegates  of 
AMA  in  Annual  Meeting  recently  concluded  in 
New  York  City,  determine  to  discontinue  the 
General  Practitioner  of  the  Year  Award.  Com- 
ponent County  Medical  Societies  have  been  so 
informed.  Action  approved. 

Legislative  Committee 

In  the  matter  of  notification  received  from 
AMA  apprising  this  Association  of  a General 
Assembly  to  be  held  by  the  United  Presbyterian 
Chureh  of  the  United  States  of  America  in  Buf- 
falo, New  York,  May  17-23,  1961,  attention  was 
directed  to  the  stand  of  the  National  Council  of 
Churches,  which  body  has  gone  on  record  favor- 
ing the  Social  Security  approach  to  medical  care 
for  the  aged,  the  President,  Dr.  Smith,  reported 
results  of  contacts  made  with  members  of  the 
Board  of  Christian  Education,  comprising  Com- 
missioners (Delegates  to  the  General  Assembly), 
Ministers,  and  Elders  of  the  Phoenix  (Central), 
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Southern  and  Northern  Arizona  areas.  The  dele- 
gation to  the  General  Assembly,  concluding  its 
deliberations  in  Buffalo,  took  no  stand  in  the 
matter  of  medical  care  for  the  aged  insofar  as 
the  Social  Security  approach  is  involved.  Action 
approved. 

The  Board  of  Directors,  by  mail  poll,  voted, 
twenty  approving,  one  disapproving,  and  one 
not  voting  in  the  matter  of  authorization  of  pay- 
ment of  expenses  of  a member  of  this  Association 
to  be  selected  to  attend  the  meeting  in  Wash- 
ington, D.  C.,  June  15-16,  1961,  called  by  Abra- 
ham Ribicoff,  Secretary  of  USPHS,  to  consoli- 
date gains  made  through  the  activities  preceding 
the  White  House  Conference  on  Aging  to  as- 
sure continued  vigorous  and  purposeful  direc- 
tion in  bringing  about  implementation  of  the 
recommendations  of  the  Conference.  It  was 
stated  that  the  Governor  appointed  Charles  P. 
Neumann,  M.D.,  of  Tucson,  as  a representative 
of  this  state,  to  attend  the  meeting  in  question 
thereby  making  it  unnecessary  for  this  Associa- 
tion to  select  and  expend  funds  for  such  purpose. 
Dr.  Neumann  filed  with  the  Association,  a report 
on  the  results  of  this  meeting,  the  contents  of 
which  were  abstracted  for  the  enlightenment  of 
the  Board.  Action  approved. 

Regarding  H.R.  4422  — King-Anderson  Bill, 
the  House  Ways  and  Means  Committee  proposes 
the  scheduling  of  hearings  on  this  measure  to 
commence  July  next.  By  mail  vote,  the  Board 
of  Directors  voted;  nineteen  approving,  two  ap- 
proving preparation  of  statement  and  disapprov- 
ing oral  testimony  and  one  not  voting  to  the 
question:  Shall  the  Association  request  of  the 
House  Ways  and  Means  Committee  the  privilege 
to  appear  before  it  and  testify  in  opposition  to 
this  legislation;  and  further,  present  a prepared 
statement  relative  thereto.  To  the  question:  Does 
the  Board  approve  or  disapprove  the  expenditure 
of  funds  for  a representative  of  the  Association 
to  attend  the  hearing  of  the  House  Ways  and 
Means  Committee  in  Washington,  D.  C.,  when 
called;  eighteen  approved,  two  voted  approval 
providing  oral  testimony  is  given,  and  two  voted 
disapproval.  Accordingly,  such  request  was  for- 
warded to  Washington.  Action  reaffirmed  and 
approved. 

Derrill  B.  Alanley,  M.D.,  of  Phoenix,  ap- 
pointed member  of  the  Legislative  Committee  of 
this  Association  for  the  term  1961-64,  and  desig- 
nated its  Chairman,  declined  acceptance  of  the 


“Chairmanship,”  however,  agreeing  to  accept  ap- 
pointment as  a member.  The  President,  subject 
to  Board  approval,  designated  MacDonald 
Wood,  M.D.,  of  Phoenix,  a member  of  this  com- 
mittee previously  appointed  for  the  term  1959- 
1962,  Co-Chairman  along  with  Dr.  Jesse  D. 
Hamer,  likewise  Co-Chairman.  Action  approved. 

Bod  Risk  Insuronce  Pools 

In  the  matter  of  correspondence  by  the  Presi- 
dent, Dr.  Smith,  and  Representative  John  J. 
Rhodes,  regarding  the  potential  of  “bad  risk 
insurance  pools”  for  the  purposes  of  underwrit- 
ing by  the  insurance  industry  so-called  sub-stand- 
ard applicants,  such  action  having  been  taken 
by  several  local  insurance  companies  of  the  State 
of  Connecticut,  the  AMA  was  contacted  in  an 
endeavor  to  furnish  Mr.  Rhodes  with  as  much 
information  as  possible  in  this  regard.  It  was 
further  suggested  that  our  Delegate  to  AMA, 
Dr.  Jesse  D.  Hamer,  might  consider  the  sugges- 
tion worthy  of  introduction  of  a resolution  in  the 
AMA  House  of  Delegates  during  its  Annual 
Meeting  to  support  the  objective.  Action  ap- 
proved. 

Womens  Auxiliary 

In  the  matter  of  payment  of  expenses  totaling 
$121.42,  representing  the  cost  of  the  “Hospital- 
ity Suite”  occupied  by  the  Women’s  Auxiliary 
during  the  recently  concluded  Annual  Meeting 
of  the  Association,  it  is  authorized;  however,  it 
is  further  recommended  that  in  the  future  the 
Association  assume  only  the  cost  of  two  rooms 
to  be  occupied  by  the  Women’s  Auxiliary,  one 
for  the  purpose  of  conducting  a “Hobby  Dis- 
play” and  the  other  as  a “Hospitality  Room,” 
exclusive  of  any  other  charge  incurred  such  as 
incidentals,  telephone  calls,  etc.,  and  that  the 
Women’s  Auxiliary  be  so  notified  and  alerted 
to  the  fact  that  they  will  be  required  to  assume 
any  and  all  other  charges  incurred  o\er  and 
above  room  rental.  Recommendation  concurred 
in. 

Finance 

The  monthly  statement  of  Income  and  l:-. 
penditures  covering  April,  1961,  indicated  te‘:  ^ 
receipts  amounting  to  $15,121.82  and  total  ex- 
penditures of  $9,923.66.  Inasmuch  as  a srvai.  ■■ 
report  is  available  cox  eriug  the  month  .4  N-  y. 
the  Treasurer,  Dr.  Dudle\\  will  repori  ]' 
covering  each  period  later  on  in  tin's  la, - 'ii  g. 
Accepted. 
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Southern  Arizona  Regional  Science  Fair 

Robert  L.  Nugent,  Exeeutive  Vice  President, 
University  of  Arizona,  expresses  appreciation  for 
this  Association’s  contribution  in  the  sum  of 
$50.00  pledged  toward  expenses  of  its  1961 
Southern  Arizona  Regional  Science  Fair  Pro- 
gram. Received. 

President’s  Dinner-Dance 

Miss  Helen  M.  Pugh,  Executive  Secretary,  Ari- 
zona State  Dental  Association,  and  Mr.  Roland 
W.  Wilpitz,  representing  the  Arizona  Hospital 
Association,  respectively  express,  with  apprecia- 
tion, the  courtesy  extended  each  as  guests  of 
the  Association  on  the  occasion  of  the  Presi- 
dent’s Dinner-Dance,  April  28,  1961.  Received. 

Annual  Award  Paper 

Harry  E.  Thompson,  M.D.,  of  Tucson,  ex- 
presses his  appreciation  and  thanks,  as  recipient 
of  the  prize-winning  Annual  Award  Paper,  for 
the  Plaque  presented  to  him.  Received. 

Water  Fluoridation 

Arizona  Dental  Association  expresses  appreci- 
ation for  the  cooperation  expressed  in  telegram 
received  from  the  AMA  during  its  12th  Annual 
Dental  Health  Conference  in  Chicago  referable 
to  “Action  Programs  on  Dental  Health”  designed 
to  consider  the  need  for  public  understanding  of 
fluoridation  of  communal  water  supplies  as  a 
highly  desirable  health  measure.  Received. 

H.R.  3556  — Humane  Treatment  of  Animals 

Senator  Carl  Hayden  and  Representatives 
John  J.  Rhodes  and  Morris  K.  Udall  acknowl- 
edged receipt  of  Resolution  No.  14  adopted  by 
the  House  of  Delegates  of  this  Association  April 
28,  1961,  expressing  its  opposition  to  the  legisla- 
tion dealing  with  animal  experimentation  which 
would  impede  scientific  progress  in  the  advance- 
ment of  the  medical  sciences  and  the  relief  of 
human  suffering.  Received. 

Board  of  Medical  Examiners  — Nominees 

Doctors  Deward  G.  Moody  and  Walter  Rrazie, 
nominaed  by  the  Hoard  of  Directors,  April  26, 
1961,  for  consideration  by  the  Governor  to  serve 
as  members  of  the  Board  of  Medical  Examiners 
of  the  State  of  Arizona,  declined  acceptance  of 
the  nomination.  Nominations  of  Francis  M.  Find- 
lay, M.D.  (San  Manuel  - Pinal)  and  Frederick 
W.  Knight,  M.D.  (Safford  - Graham)  were  rec- 
ommended to  the  Board  as  substitute  nominees. 
A mail  poll  of  the  membership  of  the  Board  was 
undertaken  and  completed,  19  members  voting 
approval,  one  abstaining,  one  did  not  vote,  and 


one  approved  Dr.  Findlay,  abstaining  from  vot- 
ing for  Dr.  Knight  because  of  his  unfamiliarity 
of  the  Safford  physician.  Action  reaffirmed. 

Governor  Paul  Fannin  advises  the  appoint- 
ment of  Dr.  Arnold  H.  Dysterheft  of  McNary, 
and  reappointment  of  Dr.  Francis  M.  Findlay 
of  San  Manuel,  members  of  the  state  Board  of 
Medical  Examiners,  each  for  a term  of  three 
years  commencing  July  1,  1961.  Received. 

Professional  Liaison  Committee 

Max  Gostin,  M.D.,  of  Tucson,  submits  his  res- 
ignation as  a member  of  the  Professional  Liaison 
Gommittee,  previously  appointed  for  the  term 
1960-1963.  Accepted. 

Podiatry 

The  Podiatrists  of  Arizona  express  displeasure 
in  their  exclusion  from  advertising  in  Arizona 
Medicine  Journal. 

The  American  Academy  of  Orthopaedic  Sur- 
geons submits  a “Statement  of  Policy”  relative 
to  the  “Practice  of  Podiatry  in  Hospitals.”  This 
matter  was  referred  to  the  Professional  Liaison 
Gommittee  for  study  and  report.  Action  ap- 
proved. 

Medical  School  Study 

The  President,  Dr.  Smith,  reported  in  the  mat- 
ter of  meetings  of  the  Medical  School  Study  and 
suggestion  of  continuing  cooperation  between 
Arizona  - Sonora  in  the  field  of  health  sciences. 
Received. 

Ronald  Reagan  — Recording 

Attention  is  directed  to  the  recording  by  Ron- 
ald Reagan  on  the  subject  of  social  security, 
available  for  presentation  to  community  audi- 
ences. Received. 

Arizona  Association  of  Nursing  Homes 

Recommended  that  Kenneth  E.  Johnson,  M.D., 
of  Phoenix,  be  designated  a member  of  the  Ad- 
visory Gommittee  to  the  Arizona  Association  of 
Nursing  Homes,  Inc.,  representing  this  Associa- 
tion to  assist  that  organization  in  its  program  of 
improving  standards  and  facilities  available  in 
the  nursing  home  field;  further,  that  considera- 
tion be  given  an  appointee  representing  the 
Tucson  area,  having  an  appreciable  number  of 
nursing  homes  within  that  city. 

Action  approved  with  the  recommendation  to 
the  Arizona  Association  of  Nursing  Homes,  Inc., 
that  William  B.  Steen,  M.D.,  of  Tucson,  likewise 
be  considered  a member  to  serve  on  its  Advisory 
Gommittee.  Approved. 
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Standing  and  Special  Committees 

It  was  reported  that  all  appointees  or  re-ap- 
pointees as  members  to  serve  on  standing  com- 
mittees including  Industrial  Relations;  Medico- 
Legal;  Professional;  Professional  Liaison;  Public 
Relations;  Publishing  and  such  committees  in- 
cluding Articles  of  Incorporation  and  Ry-Laws; 
Central  Offrice  Advisory;  Executive  and  Medi- 
cal School  have  accepted  the  assignments  and 
each  such  committee  is  now  fully  complemented 
and  in  position  to  organize.  Received. 

* * * ft  * * 

DR.  STEEN : I will  now  proceed  to  review  the 
actions  of  the  Executive  Committee  Meeting 
held  July  8,  1961: 

AM  A Delegates 

Doctors  Jesse  D.  Hamer  and  Lindsay  E.  Rea- 
ton,  this  Association’s  Delegates  to  the  House  of 
Delegates  of  the  American  Medical  Association, 
were  called  upon  to  give  us  a brief  resume  of 
actions  taken  at  the  time  of  the  Annual  Meeting 
held  in  New  York  City,  June  last. 

Of  special  interest  is  the  fact  that  the  five  res- 
olutions adopted  by  our  House  of  Delegates, 
April  28,  1961,  and  authorized  introduced  into 
the  House  of  Delegates  of  AMA  in  Annual  Meet- 
ing, were  all  approved  by  the  National  Rody 
with  only  minor  amendments  in  one  or  two  in- 
stances. 

Possibly  one  of  the  most  important  actions 
taken  by  the  AMA  House  of  Delegates  following 
review  of  report  of  the  Judicial  Council  and 
three  resolutions  all  relating  to  the  subject  of 
osteopathy,  was  the  adoption,  by  the  House,  of 
a statement  representing  AMA  policy,  quoted 
below: 

“I.  There  can  never  be  an  ethical  relation- 
ship between  a doctor  of  medicine  and  a 
cultist,  that  is,  one  who  does  not  prac- 
tice a system  of  healing  founded  on  a 
scientific  basis. 

“2.  There  can  never  be  a majority  party  and 
a minority  party  in  any  science.  There 
cannot  be  two  distinct  sciences  of  medi- 
cine or  two  different,  yet  equally  valid 
systems  of  medical  practice. 

“3.  Recognition  should  be  given  to  the 
transition  presently  occurring  in  osteo- 
pathy, which  is  evidence  of  an  attempt 
by  a significant  number  of  those  prac- 
ticing osteopathic  medicine  to  give  their 


patients  scientific  medical  care.  This 
transition  should  be  encouraged  so  that 
the  evolutionary  process  can  be  expe- 
dited. 

“4.  It  is  appropriate  for  the  American  Medi- 
cal Association  to  reappraise  its  applica- 
tion of  policy  regarding  relationships 
with  doctors  of  osteopathy,  in  view  of 
the  transition  of  osteopathy  into  osteo- 
pathic medicine,  in  view  of  the  fact  that 
the  colleges  of  osteopathy  have  modeled 
their  curricula  after  medical  schools,  in 
view  of  the  almost  complete  lack  of  os- 
teopathic literature  and  the  reliance  of 
osteopaths  on  and  use  of  medical  litera- 
ture, and  in  view  of  the  fact  that  many 
doctors  of  osteopathy  are  no  longer 
practicing  osteopathy. 

“5.  Policy  should  now  be  applied  individual- 
ly at  state  level  according  to  the  facts  as 
they  exist.  Heretofore,  this  policy  has 
been  applied  collectively  at  national  lev- 
el. The  test  now  should  be:  Does  the  in- 
dividual doctor  of  osteopathy  practice 
osteopathy,  or  does  he  in  fact  practice  a 
method  of  healing  founded  on  a scien- 
tific basis?  If  he  practices  osteopathy,  he 
practices  a cult  system  of  healing  and  all 
voluntary  professional  associations  with 
him  are  unethical.  If  he  bases  his  prac- 
tice on  the  same  scientific  principles  as 
those  adhered  to  by  members  of  the 
American  Medical  Association,  volun- 
tary professional  relationships  with  him 
should  not  be  deemed  unethical.” 

Report  received.  It  was  directed  that  the  state- 
ment of  AMA  policy  as  pertains  to  Osteopathy 
be  referred  to  the  Professional  Liaison  Commit- 
tee for  study  and  report. 

Central  Office  Advisory  Committee 

The  Treasurer,  Dr.  Dudley,  was  called  upon 
to  submit  his  Einancial  Report  on  Income  and 
Expenditures  for  the  months  of  April  and  Ma\-, 
1961.  Accepted. 

Attention  is  directed  to  the  fact  that  the  Asso- 
ciation has  not,  to  date,  disposed  of  its  lease  o- 
quarters  in  the  Central  Towers  Ruilding,  Phot  - 
nix. 

A “Sick  Leave”  schedule  was  reviewed,  dis- 
cussed and  approved,  it  being  understood  that 
its  application  w'ill  depend  upon  the  action  of 
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the  Executive  Committee  in  each  instance.  Ac- 
cepted. 

loiva  State  Medical  Society  Annual  Report 

Iowa  State  Medical  Society  submits  its  1960-61 
Annual  Report  in  pamphlet  form  including  a 
resume  of  the  activities  of  that  society.  Recom- 
mended that  a similar  publication  be  developed 
by  this  Association.  Recommendation  of  Execu- 
tive Committee  rejected  due  to  cost  factor. 

History  and  Obituaries  Committee 

Edward  M.  Hayden,  M.D.,  of  Tucson,  de- 
clined acceptance  of  previous  appointment  by 
the  Hoard  to  serve  as  a member  of  its  History 
and  Obituaries  Committee.  Harold  W.  Kohl, 
M.D.,  of  Tucson,  was  given  an  interim  appoint- 
ment by  the  President  as  a replacement.  Decli- 
nation accepted.  Appointment  approved. 

Alabama  Medical  Association 

Resolution  adopted  by  the  Alabama  Medical 
Association  supporting  the  provisions  of  the 
Kerr-Mills  Law.  Received. 

H.R.  4222  — King-Anderson  Bill 

In  line  with  action  of  the  American  Nurses 
Association  supporting  H.R.  4222,  the  King-An- 
derson Bill,  it  was  suggested  by  AMA  that  it 
might  be  wisdom  to  contact  local  groups  of  reg- 
istered nurses  to  ascertain  whether  or  not  they 
had  voted  for  or  supported  such  stand.  It  was 
determined  that  this  course  be  pursued  if  possi- 
ble, to  approach  some  segments  of  the  nursing 
group  in  order  to  ascertain  their  stand. 

Question  was  raised  by  the  President  as  to  the 
advisability  of  contacting  the  Osteopathic  Associ- 
ation in  an  endeavor  to  ascertain  its  position 
referable  to  H.R.  4222.  The  Executive  Secretary 
was  directed  to  make  contact. 

Washington  State  Medical  Association  adopts 
resolution  to  be  introduced  into  the  AMA  House 
of  Delegates  disapproving  the  King-Anderson 
Bill  and  urging  support  of  the  Kerr-Mills  Bill. 
Received. 

Testimonial  Dinner  — Washington 

Senator  Barry  Goldwater  made  inquiry  as  to 
financial  support  referable  to  the  Washington 
Testimonial  Dinner.  The  President  reviewed 
contacts.  Received. 

Life  Line  Subseription 

Life  Line  radio  program  on  “Socialized  Medi- 
cine,” broadcast  over  170  radio  stations,  June  5, 
1961,  reported  an  availability  of  subscriptions  to 
Life  Line’s  publication.  Received.  No  action. 


Phoenix  Junior  Chamber  of  Commerce 

Phoenix  Junior  Chamber  of  Commerce,  host- 
ing a Model  Constitutional  Convention  in  No- 
vember, 1961,  seeks  financial  support  of  this 
Association.  Recommended  that  while  the  Asso- 
ciation is  in  sympathy  with  the  goal,  it  disap- 
proves financial  support  on  a state  level.  Action 
approved. 

AMA  — Young  Womens  Christian  Association 
AMA  calls  attention  to  action  of  YWCA  in 
adopting  resolution  endorsing  health  benefits  via 
the  Social  Security  System.  Suggested  that  com- 
ponent societies  be  apprised  of  this  action,  seek- 
ing any  suggestions  as  to  methods  of  countering 
such  action,  possibly  through  local  YWCA  Chap- 
ters. The  President  indicated  that  he  would  in- 
clude this  subject  as  he  visits  the  component  so- 
cieties and  also  he  will  discuss  the  matter  with 
the  Public  Relations  Committee  Chairman.  Ap- 
proved. 

Medical  Economics  Committee 

Request  for  revision  of  the  “Physieians’  Stand- 
ardized Statement  for  Health  and  Accident 
Claims”  to  include  a certification  of  “Assign- 
ment” charges  to  be  paid  direct  to  the  attending 
physician  covering  any  available  medical  and  or 
surgical  benefits.  Referred  to  the  Medical  Eco- 
nomics Committee  for  review  and  report.  Action 
approved. 

DR.  STEEN: 

Medical  School  Committee 
Joseph  E.  Volker,  D.D.S.,  Director  of  the  Ari- 
zona Medical  School  Study,  advised  it  is  termi- 
nating its  residence  activities  in  this  state,  ex- 
pressing its  appreciation  to  the  officers  of  this 
Association  for  its  assistance  during  the  period 
of  the  study. 

The  President,  Dr.  Smith,  responded,  express- 
ing the  personal  opinion  that  Dr.  Volker  exem- 
plified the  highest  qualities  of  leadership,  or- 
ganizational ability  and  intellectual  guidance 
during  said  study.  Received. 

W.  R.  Manning,  M.D.,  of  Tucson,  by  letter 
dated  June  30,  1961,  expresses  his  opinion,  seek- 
ing answers  to  certain  questions  and  expressing 
the  view  that  the  citizenry  of  Arizona  should  be 
apprised  of  the  views  of  the  Association  regard- 
ing the  Medical  School  Study  report. 

Robert  A.  Price,  M.D.,  President  of  the  Mari- 
copa County  Medical  Society,  by  letter  dated 
July  3,  1961,  submits  “An  Analysis  of  the  Pre- 
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liminary  Report,  Arizona  Aledical  School  Study,” 
by  the  Board  of  Directors  of  that  society. 

\V.  Albert  Brewer,  M.D.,  Chairman  of  the 
Medical  School  Committee,  reported  that  his 
committee  had  met  this  morning  and  as  the  re- 
sult of  its  deliberations,  recommends  to  this 
Board  of  Directors  the  adoption  of  the  following 
resolution  : 

“WHEREAS,  in  1958  the  House  of  Delegates 
of  The  Arizona  Medical  Association,  Inc.  spon- 
sored the  conception  of  an  unbiased  expert  study 
of  the  needs  for  medical  education  in  our  state, 
and 

“WHEREAS,  The  Arizona  Medical  Associa- 
tion advised  the  Board  of  Regents  of  the  State 
Universities  and  Colleges  to  undertake  such  a 
study  and  was  instrumental  in  obtaining  the  in- 
terest of  outside  parties  in  support  of  the  study, 
and 

“M^HEREAS,  the  House  of  Delegates  of  The 
Arizona  Medical  Association  in  1961,  recogniz- 
ing that  physicians  in  private  practice  have  no 
special  competence  in  the  field,  officially  ex- 
pressed its  willingness  to  consider  the  findings 
of  a group  of  experts  in  medical  education,  now 
therefore  be  it 

“RESOLVED,  that  while  it  recognized  the 
right  of  any  individual  or  group  to  an  expression 
of  opinion  on  the  location  of  a medical  school  in 
our  state,  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.  wishes  it  understood 
that  no  component  society  speaks  for  the  Associ- 
ation, and  further  believes  that  it  is  not  now 
proper  for  the  Association  to  add  its  voice  in 
special  pleading  as  to  the  location  of  a medical 
school,  and  be  it  further 

“RESOLVED,  that  the  attention  of  the  Board 
of  Regents  be  respectfully  invited  to  the  Arizona 
Medical  School  Study  report  as  a basic  docu- 
ment on  all  aspects  of  the  problem  of  medical 
education  in  Arizona,  and  be  it  further 

“RESOLVED,  that  the  Board  of  Directors 
does  believe  that  it  has  the  duty  and  right  to  in- 
form the  Board  of  Regents  that  it  is  the  over- 
whelming consensus  of  the  physicians  of  Arizona 
that  an  early  start  must  be  made  on  the  estab- 
lishment of  a medical  school.” 

It  was  moved  by  Dr.  Brewer  and  seconded  by 
Drs.  Beaton  and  Dudley,  that  the  resolution 
recommended  by  the  Medical  School  Commit- 
tee be  adopted.  On  a “raise  of  hands”,  12  mem- 
bers voted  in  the  affirmative,  eight  members  in 
the  negative,  two  members  not  voting,  the  mo- 


tion carried. 

It  was  moved  by  Doctor  Reed,  seconded  and 
unanimously  carried  that  the  opinion  of  our  le- 
gal advisor  be  made  a matter  of  record  as  to  the 
interpretations  of  this  resolution  and  that  a copy 
be  sent  to  every  member  of  the  Board  of  Di- 
rectors for  their  records. 

It  was  moved  by  Dr.  Smith  and  seconded  by 
Dr.  Singer  to  reconsider.  On  a “raise  of  hands”, 
nine  members  voted  in  the  affirmative,  10  mem- 
bers voted  in  the  negative,  three  members  not 
voting.  Alotion  defeated. 

Professional  Committee 

Report  of  the  Special  Committee  appointed  to 
serve  the  Senate  Narcotic  Study  Committee, 
chairmaned  by  Lindsay  E.  Beaton,  M.D.,  indi- 
cates that  testimony  given  by  the  physicians  rep- 
resenting this  Association  included  the  official 
stand  of  the  AMA  in  this  regard,  to  the  effect 
that  no  further  punitive  legislation  be  passed  to 
deal  with  the  narcotics  problem  and  that  further 
study  be  given  to  both  the  legal  and  medical  as- 
pects. Report  accepted. 

Report  presented  by  Lindsay  E.  Beaton,  M.D., 
following  meeting  with  members  of  the  Arizona 
State  Board  of  Examiners  in  the  Basic  Sciences, 
including  attendance  of  counsels  representing 
both  this  Association  and  the  Board  of  Medical 
Examiners;  W.  R.  Manning,  M.D.,  likewise  rep- 
resenting the  latter  Board,  also  in  attendance, 
concludes  that  the  only  relief  to  the  situation 
dealing  with  the  entire  problem  of  breakdown 
in  Basic  Science  testing  of  applicants  for  licen- 
sure in  this  state,  will  be  that  obtained  through 
legislative  process.  Report  received,  accepted, 
and  that  the  recommendation  as  regards  the 
Basic  Science  Statute,  be  referred  to  the  Legis- 
lative Committee  for  implementation. 

Drs.  Otto  L.  Bendheim,  John  F.  Currin,  Mdl- 
liam  B.  McGrath,  Abe  I.  Podolsky,  Harold  j. 
Rowe,  Noel  G.  Smith  (designated  Chairman), 
MacDonald  Wood,  and  Florence  H.  B.  Yount, 
appointed  by  the  President,  Dr.  Smith,  as  a Spe- 
cial Committee  on  Narcotics  Study  to  ser\  c tlu' 
Legislature  replacing  the  initial  ad  hoc  commit- 
tee whose  services  are  terminated  with  the  [ilin;' 
of  its  report. 

It  was  moved  b)'  Dr.  Yount,  jr.,  si'comUxl  b\ 
13r.  Dudlev,  Ir.,  and  unaniinousK'  carried  tiiat 
the  interim  appointment  In'  the  President  ol  (his 
Special  ad  hoc  Committee  on  Narcoties  Stiuiy, 
be  confirmed. 
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It  was  moved  by  Dr.  Beaton,  seconded  by  Dr. 
Smith  and  unanimously  carried  that  the  Special 
ad  hoc  Committee  on  Study  of  Narcotics,  just 
ratified,  be  instructed  by  the  Board  of  Directors 
to  represent  the  official  stand  of  the  American 
Medical  Association  in  its  meeting  and  deliber- 
ations with  the  Arizona  Legislature. 

Pima  County  Medical  Society,  through  Arthur 
V.  Dudley,  Jr.,  AI.D.,  reports  that  the  first  of 
two  recently  completed  Polio  Immunization 
Programs,  conducted  June  4,  1961,  the  second 
being  scheduled  for  July  16,  1961. 

Bichard  B.  Johns,  M.D.  (Chairman  of  the 
Sub-committee  on  Alaternal  and  Child  Health 
of  the  Professional  Committee ) , reports  immuni- 
zation schedules  have  been  recently  brought  up- 
to-date  by  the  American  Academy  of  Pediatrics’ 
Section  on  Immunization  and  Contagious  Dis- 
eases. A booklet  has  been  published  listing  the 
time  interval  and  type  of  immunizations  to  be 
recommenned  to  the  public.  A joint  immuniza- 
tion committee  composed  of  members  of  this 
Association,  the  State  Health  Department  and 
the  School  Health  Departments  is  suggested  to 
be  of  tremendous  value  in  standardizing  the 
schedule  of  immunizations  given  within  school 
districts.  Reports  accepted  and  the  matter  pre- 
sented by  Dr.  Johns  referred  to  the  Professional 
Committee  for  study  and  report. 

Professional  Liaison  Committee 

Reported  that  the  State  Advisory  Committee 
for  School  Health  appointed  Noel  G.  Smith, 
M.D.,  of  Phoenix,  as  representative  of  this 
Association.  Received. 

National  League  for  Nursing,  Inc.,  seeks  pub- 
lication of  its  NLN  Fellowship  Program  making 
available  to  qualified  nurses  for  leadership  posi- 
tions having  superior  abilities  and  leadership 
qualities  to  enable  them  to  engage  in  full  time 
study.  Referred  to  Professional  Liaison  Commit- 
tee, Sub-committee  on  Nurses. 

The  Maricopa  County  Board  of  Supervisors 
expresses  appreciation  for  the  adoption  of  Reso- 
lution No.  15  by  the  House  of  Delegates  of  this 
Association,  April  28,  1961,  approving  the  con- 
struction of  a new  hospital  in  Maricopa  County. 
Received. 

AMA  presents  recapitulation  of  its  policy  in 
regard  to  ownership  of  ( 1 ) Pharmacies  by  Phy- 
sicians and  (2)  Pharmaceutical  Companies  by 
Physicians.  Executive  Committee  refers  this  mat- 
ter to  Professional  Liaison  Committee  for  infor- 


mation and  review.  Approved. 

Public  Relations  Committee 

Publication  “Personal  Reporter,”  recently  de- 
veloped by  the  Public  Relaations  Committee 
with  the  approval  of  the  President,  designed  as 
a media  to  bring  promptly  to  the  attention  of  the 
membership  matters  of  special  import  of  which 
they  should  have  immediate  knowledge  to  keep 
them  abreast  of  the  rapidly  changing  events 
dealing  with  medicine,  medical  economics,  leg- 
islation, etc.,  referred  to  this  Board  on  recom- 
mendation of  the  Executive  Committee,  seeking 
its  views  as  to  its  value  and  continuation  of  pub- 
lication. 

It  was  moved  by  Dr.  Schwartzmann  and  sec- 
onded by  Dr.  O’Hare,  as  was  recommended  last 
year,  the  year  before,  and  the  year  before  by 
the  Professional  Committee,  that  the  Public  Re- 
lations Committee  make  every  attempt  to  pub- 
lish media  to  inform  the  public  of  the  philoso- 
phies in  defending  medicine,  if  you  want  to 
make  it,  of  attacks  on  medicine  or  The  Arizona 
Medical  Association,  with  proper  relationship 
with  newspapers  in  the  state  rather  than  this  sort 
of  thing. 

Dr.  Steen;  The  way  your  motion  reads  is  that 
they  be  urged  to  look  to  other  forms  of  public 
relations.  That  is  a sort  of  a directive,  in  a sort 
of  a half-hearted  way.  You  are  not  telling  them 
they  shouldn’t  do  this. 

On  a “raise  of  hands”,  11  members  voted  in 
the  affirmative,  eight  voted  in  the  negative,  and 
three  did  not  vote.  Carried. 

Scientific  Assembly  Committee 

The  Scientific  Assembly  Committee,  as  di- 
rected by  the  Board,  reported  the  staggering  of 
the  terms  of  office  of  its  membership  composite. 
James  E.  Brady,  Jr.,  M.D.,  of  Tucson,  was  ap- 
pointed Assistant  Chairman  for  the  year  1961-62 
and  Arthur  R.  Nelson,  M.D.,  of  Phoenix,  ap- 
pointed Secretary,  likewise  for  the  term  1961-62. 
Recommendations : 

1.  Approved  holding  the  71st  Annual  Meeting 
of  the  Association  at  the  Safari  Hotel,  Scottsdale, 
April  25-28,  1962. 

2.  Approved  designation  of  the  Yavapai  Medi- 
cal Society  as  “Host”  Society  of  the  71st  Annual 
Meeting,  subject  to  its  consent. 

3.  Approved  meeting  format  submitted  in- 
cluding Board  of  Directors  Meeting,  Blue  Shield 
Annual  Corporation  Meeting,  Chuck  W’agon 
Dinner,  Sessions  of  the  House  of  Delegates,  the 
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President’s  Dinner-Danee  and  Reeeption,  and 
the  Annual  Golf  Tournament. 

4.  Approved  registration  fee  of  $10.00  and 
teehnical  exhibit  fee  of  $150.00. 

5.  Approved  Plaque  Award  for  the  best  scien- 
tific exhibit. 

6.  Approved  Guest  Orator  Gifts  to  out-of-state 
participants  in  the  Scientific  Section  Program  at 
a cost  not  to  exceed  $25.00  each. 

7.  Approved  Plaque  Award  for  Best  Scientific 
Paper  to  include  papers  submitted  specifically 
for  this  purpose  and/or  those  comprising  articles 
printed  for  publication  in  “Arizona  Medicine” 
journal,  and  that  such  award  be  presented  dur- 
ing the  President’s  Dinner-Dance. 

8.  Approved  providing,  at  Association  expense, 
two  hotel  rooms  to  be  used  by  the  Women’s 
Auxiliary,  one  for  the  accommodation  of  its  “Art 
and  Hobby  Show,”  and  the  other  as  a “Hospi- 
tality Room”;  that  any  and  all  accommodations 
over  and  above  the  cost  of  these  two  rooms  must 
be  assumed  by  the  Auxiliary,  including  inciden- 
tals, etc.;  and  that  all  arrangements  desired  as- 
sociate with  the  Annual  Meeting  involving  the 
Headquarters  Hotel  facilities  be  first  cleared 
through  and  approved  by  the  Gentral  Office. 

9.  Approved  a flat  fee  of  $150.00  for  the  serv- 
ices of  each  orator,  guest  of  the  Association,  to 
be  assessed  against  and  paid  by  a specialty 
group  utilizing  the  individual’s  services  during  an 
approved  luncheon  or  dinner  meeting,  repre- 
senting the  specialty  group’s  contribution  to- 
wards the  total  expenses  of  such  guest  orator. 

10.  Approved  the  full  payment  of  transporta- 
tion and  ordinary  expenses  of  guest  speakers, 
and  their  respective  wives,  if  the  latter  are  in  at- 
tendance. 

11.  Approved  continuance  of  Breakfast  Panel 
Discussions. 

12.  Approved  format  of  Scientific  Section  of 
program  to  follow  closely  that  employed  during 
the  70th  Annual  Meeting  excepting  for  minor 
changes. 

Arizona  Blue  Shield  Gorporation  reimburses 
Association  in  the  sum  of  $1,410.25  covering  its 
portion  of  expenses  associate  with  meeting  con- 
ducted during  the  70th  Annual  Meeting,  now 
concluded. 

Arizona  Ghapter,  American  Gollege  of  Sur- 
geons, advises  it  is  not  in  position  to  participate 
in  the  financing  of  expenses  of  Dr.  John  H.  Mul- 
holland,  guest  orator  who  particiated  in  the  Sci- 
entific Section  of  the  70th  Annual  Meeting  of 


this  Association  and  in  addition,  addressed  the 
Arizona  Ghapter  during  a luncheon  meeting. 

AM  A Annual  Dues  Refund 

AMA  reports  policy  referable  to  refund  of  one- 
half  AMA  dues  in  the  event  a member  has  paid 
his  annual  AMA  dues  and  passes  away  during 
the  first  six  months  of  the  year,  on  request  there- 
for through  the  constituent  association.  No  re- 
fund is  provided  in  the  event  of  demise  after 
July  1.  One-half  the  dues  formerly  paid  by  Doc- 
tors Rew  and  Ruppenthal,  deceased,  was  refund- 
ed. 

AMA  Congress  on  Medical  Quackery 

AMA  reports  Gongress  on  Medical  Quackery 
to  be  held  jointly  with  the  Federal  Food  and 
Drug  Administration  in  Washington,  D.G.,  Oc- 
tober 6-7,  1961,  at  the  Sheraton-Park  Hotel.  It 
was  determined  this  Association  will  not  par- 
ticipate. 

AMA  Department  of  Health  Education 

AMA  reports  in  the  matter  of  emergency  med- 
ical identification  following  conclusion  of  con- 
ference held  April  13-14,  1961.  The  Medic-Alert 
Foundation  sought  approval  of  this  Association 
of  its  program  providing  identification  to  be 
worn  and  readily  observed  under  emergency 
conditions  by  all  those  individuals  having  medi- 
cal problems  which  might  endanger  life  or  well- 
being of  the  individual  if  not  properly  recognized 
and  identified  during  periods  of  unconscious- 
ness. Received  — additional  study  indicated. 

Arizona  Blue  Cross/Blue  Shield 

Norman  A.  Ross,  M.D.,  of  Phoenix,  expresses 
displeasure  and  objections  to  certain  of  the  con- 
tent of  Bulletin,  Vol.  1,  No.  2,  circulated  as  a 
professional  relations  media  of  the  Arizona  Blue 
Gross  Blue  Shield,  dealing  with  service  benefits 
and  charges  therefor.  Executive  Gommittee  re- 
fers to  Professional  Liaison  Gommittee.  Ap- 
proved. 

Womens  Auxiliary  — Financial  Su))))ort 

Women’s  Auxiliary  to  The  .\rizona  Mc'diral 
Association  expresses  its  appreciation  for  t a- 
generous  financial  supjiort  contributed  tluougl- 
this  Association.  Recei\  ed. 

Mend)ershi))  Classification  Clumges 

Robert  T.  Dean,  Jr.,  M.D.  (Maricopa  ( uui't\ 
Medical  Societ\  ),  grautc'd  Associate  luemlv.-r' !-i  ■ 
account  “resideuc>-  training",  diu's  cxi'uqA,  ••!- 
Iecti\  e JanuaiA'  1,  1962. 
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Giles  G.  Alerkel,  M.D.  (Apache  Gounty  Aledi- 
cal  Society),  granted  Associate  membership  ac- 
count “residency  training”,  retroactive  to  Decem- 
ber 31,  1960,  Dr.  Merkel  being  reinstated  as  a 
member  at  the  request  of  the  Society,  the  latter 
having  dropped  him  from  membership  as  of 
April,  1961. 

Womens  Auxilianj  — Contribution 

The  Women’s  Auxiliary  to  The  Arizona  Medi- 
cal Association  presented  a contribution  to  the 
Benevolent  and  Loan  Fund  totaling  $554.22,  the 
result  of  its  “Fun  in  the  Sun”  drawing.  Received, 
directing  that  a letter  of  grateful  appreciation  be 
forwarded  to  the  Women’s  Auxiliary. 

AMA  Medical  Disciplinary  Committee  Report 
The  Executive  Gommittee  has  referred  the 
“Report  of  the  Medical  Disciplinary  Gommittee 
to  the  Board  of  Trustees  of  AMA,  June,  1961,” 
to  the  Grievance  Gommittee  for  review  and  com- 
ment or  recommendation.  Approved. 

Presidential  Visitation  to  Miami 

Due  to  the  lateness  of  the  hour,  the  President, 
Dr.  Smith,  suggested  that  his  report  on  visita- 
tion to  Miami  (Arizona)  be  deferred  until  a 
later  date. 

Arizona  State  Department  of  Health  — 
Commissioner 

Clarence  G.  Salsbury,  M.D.,  former  Commis- 
sioner of  the  Arizona  State  Department  of 
Flealth,  reports  his  retirement  effective  July  1, 
1961,  and  advises  his  successor  is  Dr.  Lloyd  M. 
Earner.  He  expressed  his  appreciation  to  the 
Association  for  its  fine  cooperation  through  the 
years  and  the  hope  that  the  relationship  between 
medicine  and  the  State  Department  of  Health 
will  continue  throughout  the  administration  of 
Dr.  Earner.  The  President  previously  acknowl- 
edged receipt  of  this  notification,  wishing  Dr. 
Salsbury  well  in  his  retirement. 

Medicare  Program 

The  Fourth  Annual  Report  on  the  Dependents 
Medical  Care  Program,  issued  June  1,  1961,  by 
the  Office  for  Dependents’  Medical  Care,  was 
received. 

Medicare  Contract  — Supplemental  Agreement 
Authorized  execution  of  Supplemental  Agree- 
ment associate  with  the  Medicare  Contract  in 
effect  providing  for  an  increase  in  the  “Negoti- 
ated Claim  Rate”  from  $3.15  per  claim  to  $3.60 
per  claim,  effective  March  1,  1961. 

Benevolent  and  Loan  Fund  Committee 

Arthur  V.  Dudley  Jr.,  M.D.,  Treasurer,  report- 


ed the  results  of  meeting  of  the  Benevolent  and 
Loan  Fund  Committee  held  this  morning.  He 
stated  that  there  was  available  for  loan  purposes 
as  of  April  30,  1961,  a sum  of  $25,183.92.  Follow- 
ing review  of  applications  in  hand,  the  commit- 
tee approved  grants  totaling  $16,000.00,  subject 
to  completion  of  all  requirements  and  student 
registration  and/or  re-registration  commencing 
with  the  fall  term. 

The  committee  further  determined  to  prepare 
and  introduce  a resolution  for  action  of  the 
House  of  Delegates  during  the  71st  Annual 
Meeting  to  be  held  next  year,  calling  for  a 50% 
division  of  the  current  AMEF  assessment  of 
$10.00  per  active  member  annually,  one-half  of 
the  total  to  continue  to  be  forwarded  to  AMEF 
and  one-half  of  the  total  to  be  retained  for  the 
Benevolent  and  Loan  Fund  for  a period  of  five 
years  certain,  and  that  there  be  a re-evaluation 
of  the  program  at  that  time. 

The  report  of  the  Special  Study  Committee, 
filed  with  the  AMA  House  of  Delegates  in  meet- 
ing held  in  Washington,  D.C.,  in  December  of 

1960,  was  discussed;  however,  it  was  deter- 
mined to  await  the  report  of  the  Arizona  Dele- 
gates to  the  AMA  House  in  meeting  held  June  of 

1961,  in  order  to  determine  actions  taken  by 
AMA  regarding  student  loan  funds. 

The  committee  further  directed  an  investiga- 
tion of  possibilities,  if  any  exist,  of  local  bank 
institutions  loaning  money  for  educational  pur- 
poses to  qualified  medical  students,  this  Associ- 
ation underwriting  such  loans  to  the  extent  of 
co-signer  of  the  requisite  promissory  or  other 
notes,  and  what  financial  requirements  of  de- 
posits by  the  Association  would  be  necessary.  It 
is  the  hope  that  the  Valley  National  Bank  will  be 
in  position  to  evaluate  such  possibility  and  ad- 
vise subsequently. 

It  was  moved  by  Dr.  Smith,  seconded  by  Dr. 
Singer  and  unanimously  carried  that  the  report 
submitted  in  behalf  of  the  Benevolent  and  Loan 
Fund  Committee  be  received  and  as  regards  the 
suggestion  of  the  possibility  of  student  loans  be- 
ing granted  to  qualified  medical  students  direct 
by  a financial  institution,  possibly  the  Valley 
National  Bank,  the  Association  becoming  a co- 
endorser of  such  loan  or  loans,  be  explored  and 
a report  thereon  forwarded  to  this  Board  in  due 
course. 

Paul  L.  Singer,  M.D. 

Secretary 
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STATEMENT  PREPARED  FOR 
INTRODUCTION  INTO  THE 
HEARINGS  OF  THE  HOUSE 
WAYS  AND  MEANS  COMMITTEE, 

U.  S.  CONGRESS 

The  following  statement  was  prepared  by  Les- 
lie B.  Smith,  AI.D.,  President  of  The  Arizona 
Medical  Association,  Inc.,  who  has  been  au- 
thorized to  present  the  expressed  opinions  and 
beliefs  of  the  vast  majority  of  the  1125  doctors 
of  medicine  members  of  our  State  medical  asso- 
ciation as  they  relate  to  the  medical  needs  of  our 
citizens  and  their  conclusions  as  to  how  the  best 
medical  care  may  be  provided,  with  particular 
reference  to  our  beloved  elderly  citizens. 

The  Arizona  Medical  Association  is  of  the 
opinion  that  the  major  fallacy  of  providing  med- 
ical care  for  these  aged  under  Title  II  of  the  So- 
cial Security  Act  is  that  it  is  based  on  the  er- 
roneous assumption  that  a majority  of  the  aged 
are  unable  financially  to  provide  self  care,  as  in- 
ferred by  H.R.  4222,  Section  2,  “Findings  and 
Declaration  of  Purpose”. 

In  Arizona  the  respective  counties  are  respon- 
sible for  the  care  of  the  indigent  sick.  Before  and 
following  the  enactment  of  Public  Law  86-778 
(Kerr-Mills)  the  thoughts  and  actions  of  our 
people,  including  our  doctors,  and  the  legislators 
were  guided  by  their  personal  observations  and 
the  conclusions  reached  by  Air.  Fen  Hildreth  — 
Commissioner  of  the  Department  of  Public  Wel- 
fare. The  Commissioner  recommended  that 
“ ...  no  medical  program  for  aged  non-recipi- 
ents (OAA)  be  considered  at  this  time  — and 
that  continuing  study  should  be  made  (3).” 

The  Commissioner  further  stated  “L  The  ec- 
onomic status  of  the  aged  is  much  better  than  is 
customarily  pictured,  with  the  large  majority  of 
our  millions  of  older  people  able  to  meet  their 
health  care  costs  without  undue  difficulty  (4).” 
Continuing  to  quote  — “2.  Contrary  to  popular 
conception,  the  majority  of  our  aged  are  not  at 
any  particular  time  in  need  of  medieal  care,  nei- 
ther are  they  sick  or  disabled (5).”  “3.  The  needs 
of  those  who  are  sick  or  disabled  are  being  met 
primarily  through  private  resources,  health  in- 
surance, and  prepayment  plans  and  the  volun- 
tary efforts  of  their  families  and  private  citizens 
working  together  at  the  community  level  (6).” 

According  to  the  I960  census,  there  are  89,849 
persons  in  Arizona  over  65  years  of  age.  50,195 


of  these  people  receive  OASDI  and  therefore 
would  be  eligible  for  the  proposed  King-Ander- 
son  measure  medical  care  benefits  if  enacted. 
There  are  14,138  OAA  recipients  in  our  state, 
only  4,470  of  which  receive  OASDI;  therefore, 
9668  known  needy  would  not  receive  medical 
aid  under  H.R.  4222.  We  realize  that  the  eligi- 
bility for  OAA  is  probably  too  low  to  use  as  a 
basis  of  determination  for  eligibility  for  help  in 
all  cases  for  medical  care.  If  new  criteria  are 
established  such  as  a maximum  of  $2,500  yearly 
income,  $1,000  liquid  assets  and  a home  valued 
at  $8,000,  it  is  estimated  that  6500  additional  of 
our  senior  citizens  would  then  qualify  for  help. 

H.R.  4222  would  provide  care  for  50,195  per- 
sons, of  which  only  7,776  are  really  needy.  This 
means  that  42,224  persons  — 47%  of  our  total 
senior  citizens,  who  are  capable,  without  hard- 
ship, of  providing  for  their  own  medical  care 
would  be  included  under  this  bill,  while  12,700 
persons  who  need  help  would  not  be  covered. 
We  believe  that  the  inclusion  of  this  47%  of  our 
senior  ciitizens  in  a compulsory  system  which 
uses  tax  dollars  to  provide  a service  they  do  not 
need  and  possibly  do  not  desire,  is  unwarranted 
and  contrary  to  the  preservation  of  their  indi- 
vidual dignity. 

The  Arizona  Aledieal  Association  is  now  aid- 
ing in  the  drafting  of  proposed  legislation  which 
would  enable  the  implementation  of  Public  Law 
86-778,  in  Arizona  pursuant  to  a resolution  which 
was  unanimously  adopted  by  its  House  of  Dele- 
gates, April  28,  1961,  — the  final  resolved  of 
which  reads  “Resolved,  that  The  Arizona  Aledi- 
eal Association  through  proper  agencies  within 
that  organization  actively  and  intensively  pro- 
mote the  passage  of  enabling  Arizona  State  Leg- 
islation to  implement  the  Kerr-Mills  bill  benefits 
for  the  needy  aged  of  Arizona  in  the  coming  leg- 
islative session  and  thereafter  as  necessar>'( II ).” 
We  are  sponsoring  this  program  so  that  it  will 
be  firmly  determined  whether  the  elderh'  peo- 
ple of  our  State  are  in  need  of  Federal  ai(J  co 
help  provide  their  medical  acre,  and  if  siuli  a 
need  is  found  to  be  present  we  ^\ill  be  abli'  in 
provide  it  through  the  best  mechanism;  mimci'  , 
the  Kerr-AIills  law,  w'hich  will  guarantet'  tliat  w ' 
will  be  helping  those  who  need  help.  I-.n  tin 3 
w'C  will  not  be  wasting  tax  dollars  on  hnii'  in- 
those  w ho  are  perfeeth’  w illing  and  ab.n  tn  laki- 
care  of  their  own  health  care  costs. 

Our  Association,  in  its  last  meeting  ol  tlu' 
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Chart  No.  1 
ARIZONA 

TOTAL  POPULATION  — 1,302,  161 
Age  65  and  Over  — 89,849 


Item  % of  Total  Over  65 

OASDI  Recipients(l)  55.8 

OAA  Recipients(l)  15.7 

(Nat’l  Avg.  - 15%) 

OAA  Non-eligible  for  OASDI(l)  10.7 

OAA  Eligible  for  OASDI(l)  4.9 

OASDI  and  OAA  Non-eligibles  7.2 


Needy  based  on  proposed  Means  Test* 


Number 

50,195 

14,138 

9,668 
4,470 
(31.0%  of 
OAA  Rec.) 
6,500 


References:  (1)  Statistics  from  Arizona  State  Department  of  Welfare 
(2)  Estimates  from  Arizona  State  Department  of  Welfare 
*Own  home  value  $8,000.00;  liquid  assets  up  to  $1,000.00;  and  gross  annual  income 
less  than  $2,500.00. 


House  of  Delegates,  e.xpressed  its  stand  in  a 
Resolution  which  ended  with  “Resolved  that  The 
Arizona  Medical  Association  reaffirms  its  oppo- 
sition to  any  pending  Federal  legislation  or  any 
future  legislation  proposing  socialized  medicine 
by  way  of  any  blanket  and  non-individualized 
medical  care  plan  for  the  aged  65  and  older  seg- 
ment of  our  population,  or  any  other  segment  of 
the  American  people,  and  which  is  not  limited  to 
individuals  with  proven  need,  demonstrated  by 
way  of  suitable  means  tests,  and  which  does  not 
clearly  provide  for  local  or  state  government  ad- 
ministration ( 12.” 

A recent  private  non-profit  hospital  ( 13 ) sur- 
vey in  Arizona  shows  that  the  elderly  citizens  in 
our  State  do  quite  well  in  payment  of  their  medi- 
cal bills  because  90%  of  all  its  hospitalized  pa- 
tients over  65  years  of  age  were  able  to  furnish 
the  costs  of  such  care.  See  Chart  No.  2.  This  is 
substantiated  by  a survey  in  another  private  non- 
profit hospital  (14)  which  shows  96%  of  its  pa- 
tients in  the  aged  citizen  group  were  able  to 
provide  the  cost  of  their  care. 

The  bill  before  us  today,  H.R.  4222,  would,  if 
adopted,  alter  the  basic  principle  of  the  Social 
Security  Law,  which  is  to  provide  cash  benefits 
whereby  the  recipient  is  free  to  use  such  bene- 
fits according  to  his  individual  choice  and  par- 
ticular needs.  This  it  would  do  by  providing  an 
isolated  service  benefit  without  the  individual 
having  full  freedom  of  use,  when,  where  or  how 
he  may  desire.  This  change  in  the  scope  of  the 
principle  of  the  present  Social  Security  System, 
once  established,  could  be  the  basis  for  the  ex- 
pansion which  could  include  not  only  Federally 
controlled  medical  care  for  all  ages,  but  all  serv- 
ices such  as  housing,  food,  clothing,  etc.,  with 
the  paternalized  government  replacing  our  cher- 
ished government  by  the  people. 


We  believe  that  medical  care  should  be  pro- 
vided by  Government  only  to  those  who  are  not 
able  to  secure  proper  care  from  their  own  or 
other  non-federal  sources.  We  insist  that  it  is 
the  sacred  duty  of  all  those  who  were  divinely 
endowed  with  the  sufficient  attributes  to  assume 
their  just  obligation  of  being  “their  brother’s 
keeper,”  in  those  instances  where  an  individual’s 
capabilities  or  circumstances  beyond  their  con- 
trol, render  them  worthy.  We  also  believe  that 
we  should  not  thwart  the  individual’s  innate  po- 
tentialities of  developing  his  own  prowess  and 
dignity  by  compulsory  provision  of  that  which 
would  block  the  expression  and  enjoyment  of 
his  individuality.  There  is  no  greater  joy  than 
that  of  self-accomplishment. 

It  is  further  our  belief  that  medical  care  is  and 
will  continue  to  be  more  efficiently  administered 
at  the  local  level  and  at  the  same  time  such  care 
will  be  of  a higher  quality  than  by  any  program 
which  shifts  the  control  to  a central  national 
level.  The  medical  care  needs  can  best  be  ana- 
lyzed and  administered  at  a level  which  is  clos- 

Charl  No.  2 

ST.  JOSEPH’S  HOSPITAL  SURVEY 
MARCH  30,  1961 

(Covering  January,  February,  March,  1960) 

393  — Patients  over  65  years  of  age 
92  — Carried  Blue  Cross 
54  — Commercial  Insurance 
26  — Had  relatives  pay  for  them 
9 — Paid  by  Lodge  or  Fraternal  Organizations 
12  — Other  (Clinic  - Charity  patients) 

4 — No  provisions  made 
46%  — Paid  by  own  resource  in  full 
7%  — Paid  by  spouse  or  relatives 
24%  — Blue  Cross 
14%  — Commercial  Insurances 
3%  — Paid  by  Aid  to  the  Blind 
4%  — Paid  by  Clinic 
.01  — No  payment 
.46  — Unpaid  balances 

No  Survey  Conducted  for  those  under  65  years 
of  age 
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est  to  the  individual,  where  his  psychological 
make  up  and  his  socio-economic  status  is  inti- 
mately known. 

It  is  more  fitting  and  fair  to  provide  service 
benefits  of  any  need  through  a general  tax  as 
provided  by  the  Kerr-Mills  law  than  by  the  pro- 
posed Social  Security  tax,  which  would  not  only 
give  care  to  those  who  are  not  needy  but  would 
do  so  by  disproportionately  taxing  the  younger 
workers  and  those  who  earn  the  lower  incomes. 

The  number  of  OAA  recipients  for  those  past 
the  age  65  in  Arizona  is  currently  15.7%  of  the 
total  (16),  which  compares  with  the  national 
figure  of  15%.  The  average  income  of  all  ages  is 
$1,959.00  in  Arizona  while  the  national  average 
income  of  all  ages  is  $2,163.00(18).  The  figures 
pertaining  to  Arizona  in  most  instances,  as  those 
foregoing,  approximate  those  of  the  national  av- 
erage, hence  it  may  be  concluded  that  the  finan- 
cial status  of  the  aged  in  Arizona  is  comparable 
to  the  national  figures. 

The  Arizona  Medical  Association  in  its  Reso- 
lution #4,  adopted  April  28,  1961,  Resolved, 
“that  The  Arizona  Aledical  Association  reaffirms 
its  support  of  the  principle  of  privately  admin- 
istered, legitimate,  voluntary  health,  accident 
and  disability  insurance  programs  to  cover  not 
only  the  65  years  and  older  segment  of  our  pop- 
ulation, but  all  segments  of  our  population ( 19).” 
At  the  present  time  50%  of  those  past  65  years 
of  age  in  the  U.S.A.  have  some  form  of  private 
insurance,  60%  of  those  who  need  or  desire  in- 
surance have  it,  and  the  number  so  covered  is 
increasing  at  a very  rapid  rate  and  it  is  estimated 
will  approach  75%  by  1970(20). 

This  bill,  H.R.  4222,  has  clauses  (Prohibition 
against  Interference)  which  state  that  it  would 
not  — “exercise  any  supervision  or  control  over 
the  practice  of  medicine  or  the  manner  in  which 
medical  services  are  provided  — ( would  not ) 
exercise  any  supervision  or  control  over  the  ad- 
ministration or  operations  of  any  such  hospital, 
facility  or  agency (21).”  However,  the  bill  de- 
fines standards  and  regulations  for  the  providers 
all  of  which  include  broad  grandfather  clauses. 
Contrary  to  expressed  statements  the  bill  pro- 
poses to  furnish  the  services  of  some  specified 
doctors  (22).  There  are  clauses  such  as,  “except 
as  otherwise  specifically  provided,  ( 21 )”  — 

“meets  such  other  conditions  of  participation 
under  this  section  as  the  Secretary  may  find 
necessary, ( 23 ) “and  — “he  (the  Secrctar\  ) may 


to  the  extent  he  deems  appropriate.”  The  sec- 
tions on  Agreements,  and  Payments  together 
with  his  powers  to  make  regulations,  also  give 
the  Secretary  of  the  Department  of  Health,  Ed- 
ucation and  Welfare  (HEW)  almost  unlimited 
powers  to  directly  and  indirectly  control  virtual- 
ly all  facets  of  the  practice  of  medicine  em- 
braced in  this  proposed  law. 

The  proper  and  time  honored  practice  of 
medicine  can  only  be  directed  and  administered 
by  those  who  are  so  educated  — the  doctor  of 
medicine.  They  alone  are  qualified  by  training 
to  render  accurate  diagnosis  and  determine  the 
proper  treatment  and  service  to  save  lives  and 
prevent  crippling.  Yet  in  this  bill  is  a pro\'ision 
which  would  delegate  much  of  this  function  to 
a Utilization  Committee  which  need  not  have 
but  one  physician  member.  (24)  The  powers  and 
scope  of  the  functions  of  such  a committee  would 
be  an  ominous  barrier  to  the  best  medical  prac- 
tice. 

I have  touched  only  on  a few  of  the  many 
reasons  why  we  doctors  of  medicine  in  the  great 
State  of  Arizona  are  unalterably  opposed  to  the 
enactment  of  the  proposed  King-Anderson  Bill, 
H.R.  4222.  We  will  continue  our  dedicated  effort 
to  provide  the  best  possible  care  for  our  people 
of  all  ages  and  will  continue  our  search  for 
methods  for  improvement  of  that  care  as  well 
as  appropriate  mechanisms  to  bring  that  care 
to  all  the  citizenry. 

Thank  you  again  for  this  opportunity  to  pre- 
sent our  sincere  and  well  studied  views. 
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BENEVOLENT  AND  LOAN 
FUND  COMMITTEE 

July  9,  1961  Meeting 
SCHOLARSHIPS  AND  LOANS 

Special  Study  Committee  Report  — AM  A 

The  Committee  discussed  the  report  of  the 
Special  Study  Committee  filed  with  the  AMA 
House  of  Delegates  in  meeting  held  in  Washing- 
ton, D.C.  in  December  1960,  and  determined  to 
await  receipt  of  the  report  of  the  Arizona  dele- 
gation to  the  AAIA  House  of  Delegates  on  the 
meeting  held  in  June,  1961,  in  New  York  City, 
appertaining  to  AMA  actions  in  regards  to  stu- 
dent loan  funds. 

It  was  moved  by  Doctor  Dudley,  seconded  by 
Doctor  Baldwin  and  unanimously  carried  that 
when  the  Committee  receives  the  report  of  the 
Association’s  delegation  to  AAIA,  should  it  ap- 
pear appropriate,  the  Committee  recommends 
to  its  Board  of  Directors  that  the  services  of  the 
Benevolent  and  Loan  Fund  Committee  be  of- 
fered to  AMA  for  review  and  selection  of  quali- 
fied candidates  for  AMA  grants,  residing  in  this 
area. 

House  of  Delegates  — Resolution  No.  9 — 

Medical  Student  Loans  (Voluntary  Physicians’ 
Disability  and  Retirement  Plan) 

In  view  of  the  AMA  adoption  of  a resolution 
in  its  meeting  held  December,  1960,  calling  for 
presentation  of  a completed  retirement  and  disa- 
bility insurance  program  for  AMA  members  at 
the  June,  1961,  meeting,  the  Committee  deter- 
mined to  await  receipt  of  that  report  for  study 
and  review  prior  to  attempting  to  initiate  such 
a program  on  the  local  level. 

EXECUTIVE  COMMITTEE  ACTION  - 
12/17/60 

Replenishment  of  Renevolent  and  Loan  Fund  — 
House  of  Delegates 

Folowing  much  discussion  and  on  review  of 
its  previous  recommendations  and  action  of  the 
Executive  Committee,  the  Benevolent  and  Loan 
Fund  Committee  determined  that  it  would  pre- 
pare a resolution  to  be  submitted  to  the  House 
of  Delegates  of  The  Arizona  Medical  Associa- 
tion, Inc.,  at  its  1962  Annual  Meeting  calling  for 
a fifty  per  cent  (50%)  division  of  the  current 
AMEF  assessment  of  $10.00  per  active  member 
annually,  one-half  (Va)  of  the  total  to  continue 


to  be  forwarded  to  AMEF,  one-half  {V2)  of  the 
total  to  be  retained  for  the  Loan  Fund,  for  a total 
of  five  (5)  years  certain,  and  that  there  be  a 
re-evalulation  of  the  program  at  that  time.  The 
motion  was  made  by  Doctor  Dudley,  seconded 
by  Doctor  Brown  and  unanimously  carried. 

BENEVOLENT  AND  LOAN  FUND 
CONTRIBUTIONS 

Medical  Service  Contributions 

It  was  determined  to  request  Arizona  Medi- 
cine through  the  Editor-in-Chief;  through 
ROUND-UP,  the  official  Journal  of  the  Marico- 
pa County  Medical  Society;  and,  possibly 
through  the  PERSONAL  REPORTER  of  the 
Public  Relations  Committee,  to  publicize  the 
plan  of  donations  to  the  Benevolent  and  Loan 
Fund  in  the  name  of  the  Doctor  serving  the  pa- 
tient for  Blue  Shield  or  other  insurance  receipts 
where  charges  for  services  are  not  usually  ren- 
dered as  in  the  case  of  professional  courtesy  be- 
ing extended. 

It  was  noted  that  a total  of  such  donations  to 
date  were  $814.72;  $145.50  from  Leslie  B.  Smith, 
M.D.,  and  Arthur  V.  Dudley,  Jr.,  M.D.,  and  other 
donations  totaled  $669.22,  including  $554.22 
from  the  Women’s  Auxiliary  to  the  Arizona  Med- 
ical Association. 

REPORT-BENEVOLENT  AND  LOAN  FUND 

Valley  National  Rank  — Trust  Fund 
No.  120-03068 

The  Committee  reviewed  a report  of  the  Val- 
ley National  Bank  Trust  Department  covering 
statements  of  Transactions  in  activity  of  the  ac- 
count from  initiation,  February,  1961  through 
April  30,  1961,  and  a Statement  of  Assets  as  of 
April  15,  1961.  It  was  noted  that  the  United 
States  Treasury  bonds  were  to  be  disposed  of, 
the  proceeds  invested  in  the  Valley  National 
Bank  Diversified  Common  Trust  Fund,  utilizing 
a program  whereby  higher  income  and  some 
growth  may  be  obtained  while  maintaining  a 
substantial  security  and  liquidity .- 

It  was  noted  specifically  that  the  Diversified 
Common  Trust  Fund  is  sufficiently  liquid  to  per- 
mit use  of  the  funds  for  student  loans,  as  may 
be  dictated  by  the  Committee. 

Financial  Status  Report  — Central  Office 

The  Committee  received  for  its  information  a 
report  of  the  Central  Office  indicating  among 
other  things,  the  following  financial  position  of 
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the  Benevolent  and  Loan  Fund. 

1.  Initial  funds  for  disbursement  $43,105.39 

2.  Thirteen  ( 13 ) loans  previously  ex- 

pended 17,400.00 

3.  Interest  to  date  465.23 

4.  Available  for  loan  purposes  as 

of  4 330/61  25,183.92 

REVIEW  OE  APPLICATIONS  FOR  LOANS 

Preceding  review  of  individual  applications 
for  loans,  the  Committee  in  general  discussion 
agreed,  that  the  maintenance  of  a balance  oj^ 
funds  approximating  $1,500.00  annually  for  each 
original  loan  recipient  to  complete  medical 
school  was  unnecessary,  the  important  item  be- 
ing the  applicant’s  initial  matriculation  to  an 
accredited  medical  school  of  record,  the  general 
consensus  being  that  the  school  or  its  dean 
would  immeasurably  assist  the  qualified  student 
in  locating  funds  for  continuation  of  his  medical 
education. 

OTHER  BUSINESS 

Investigation  — Bank  Loans  to  Medical 
Students  on  ARM  A Co-signature 

The  Committee  requested  the  Central  Office 
to  investigate  the  details  of  what  possibility,  if 
any  exists,  that  local  banking  institutions  may  be 
in  position  to  loan  money  for  educational  pur- 
poses to  qualified  medical  students.  The  Arizona 
Medical  Association,  Inc.  underwriting  the  loan 
to  the  extent  of  a co-signer  of  the  requisite  prom- 


issory or  other  notes,  and  what  financial  require- 
ments of  deposit  by  the  Association  would  be 
necessary. 

It  is  the  hope  of  the  Committee  that  such  in- 
formation may  be  available  through  the  Valley 
National  Bank  prior  to  its  next  meeting. 

Scholastic  Standing  of  Previous  Loan  Recipients 

The  Committee  noting  that  some  of  the  loan 
recipients  of  prior  authorization,  not  yet  sched- 
uled to  complete  a full  course  of  medical  educa- 
tion and  not  requesting  additional  funds  for  such 
purpose,  directed  that  investigations  be  institu- 
ted to  determine  whether  or  not  such  loan  recipi- 
ents continue  in  medical  school  study,  their 
standings  therein  and  if  it  is  found  that  any  are 
not  progressively  continuing  such  course  of  med- 
ical education,  that  processes  of  collection  of 
funds  due  The  Arizona  Medical  Association  be 
instituted. 

Benevolent  <b  Loan  Fund  Receipts  — 

Transfer  to  V.N.B.  Trust 

It  was  moved  by  Doctor  Baldwin,  seconded 
by  Doctor  Brown  and  unanimously  carried  that 
current  receipts,  contributions,  etc.  to  the  Benev- 
olent and  Loan  Fund,  now  on  deposit  in  the 
general  funds  of  the  Association,  and  totaling 
$814.72,  be  transferred  to  the  Benevolent  and 
Loan  Fund  Trust  120-03068,  of  the  Valley 
National  Bank  Trust  Department,  for  inclusion 
therein. 

Paul  L.  Singer,  M.D. 


CONCESSIONS  FOR  BLIND  TRAVELERS 

Most  railroads  and  bus  lines  permit  blind  people  to  take  a sighted  companion 
along  as  a guide  without  extra  charge  upon  presentation  of  a “one  trip  coupon.” 
These  are  obtainable  free  of  charge  from  the  American  Foundation  for  the  Blind, 
15  West  I6th  Street,  New  York  City. 


Put  your 
low-back  patient 
back  on  the  payroll 


Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  davs;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


( carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 tablet  q.i.d. 


without  steroids 
this  arthritic  miner 
might  still  be  spoon-fed 

On  MetICORTEN,  he  has  worked  steadily 
for  six  years  with  no  serious  side  effects 

J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
1951,  when  he  was  45,  the  patient  was  helpless 
and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
years.  Hydrocortisone  failed  to  make  any  change 
in  his  condition. 

On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
cian that  year  and  had  no  difficulty  driving  a car. 

For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 
his  activities  in  any  way. 

Case  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown,  Pa. 

These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
November  10,  1960. 

Meticorten,®  brand  of  prednisone. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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STUDY  1 

State  JM.  58 


satisfactory  results  in 
comments:  Sardo  “ 

itching-, 

discomfo] 


inflammation, 
®n,  and  othoi* 


CONSISTENTLY  SUCCESSFUL  IN  RELIEVING 

DRY  ITCHY  SKIN 


BATH  O L 


INDICATIONS 


eczematoid  dermatitis 


atopic  dermatitis 


senile  pruritus 


contact  dermatitis 


nummular  dermatitis 


neurodermatitis 


soap  dermatitis 


ichthyosis 


q-\_%o1  cases 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture. 

Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  ivrite  . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.*Patent  pending,  t.m.©i96i 
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THESE  23,000 
PEOPLE  IN 
ARIZONA  NEED 
MEDICAL  HELP 


Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Arizona  there  are  at  least  23,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAD  SACK; 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode.  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 

laboratories 


LIBRIUM®  Hydrochloride  — 7 -chtoro • 2 • methylamino • 
5*phenyl‘3H*l  ,4-bcn20dia?cpine  4 -oxide  hydrochloride 

Division  ol  Hofimann-La  Roche  Inc. 
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Zentron  * comprehensh'e  liquid  hematinic 


corrects  iron  deficiency  • resto'es  healthy  appetite  • 


helps  promote  normal  growth 


Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride  (Vitamin  Bi)  ...  1 mg. 

Riboflavin  (Vitamin  Bj) 1 mg. 

Pyridoxine  Hydrochloride  (Vitamin  Be)  . . 0.5  mg. 

Vitamin  B12  Crystalline 5 meg. 

Pantothenic  Acid  (as  rf-Panthenol)  ....  1 mg. 

Nicotinamide 5 mg. 


Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 

Usual  dosage:  Infants  and  children — 1/2  to 
1 teaspoonful  (preferably  at  mealtime) 
one  to  three  times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably 
at  mealtime)  three  times  daily. 

Zentron'*  (iron,  vitamin  B complex,  and  vitamin 
C,  Lilly) 


1I935I 


* underweight,  easily  fatigued,  anorexic — because  of  mild  anemia 


Skcf 


Product  brochure  available;  ivrite  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Radioiodide  Treatment  of  Hyperthyroidism 

It’s  Use  in  Areas  Remote 
From  Medical  Centers 

Robert  E.  Flynn,  M.D. 
James  J.  Riordan,  M.D. 


I In  curing  -13  of  44  patianU  wffering  from  hypurthyrohiisut  srnnuhini  'o  diffuse 
J§jperpl(isiri.  u r hrlirvr  thtit  n Kuiiosolope  fanlUy  s'/i.t'v  a i-ilualdc  p.urpo^a  in 
/le  riiKil,  non~affiliated  type  of  hos\ntal. 


SINCE  THE  introduction  of  radioactive 
iodide  in  the  treatment  of  hyperthyroidism  in 
1941,  this  mode  of  therapy  has  become  well  es- 
tablished in  the  metropolitan  areas  and  in  the 
larger  medical  centers.  However,  because  of  the 
rigid  controls  on  the  distribution  and  utilization 
of  radioactive  by-products  imposed  by  the  Atom- 
ic Energy  Commission  and,  because  of  a cer- 
tain special  training  and  experience  requirements 
for  licensure,  utilization  of  the  isotope  has  been 
somewhat  delayed  in  the  areas  remote  from 
medical  centers. 

A radioisotope  facility  was  initiated  in  the 
Department  of  Radiology  at  St.  Joseph’s  Hospi- 
tal in  Phoenix  in  1955  and  we  would  like  to  re- 
cord our  experience  with  the  use  of  radioactive 
iodide  in  the  treatment  of  hyperthyroidism  and 
to  correlate  our  results  with  those  obtained  at 
the  larger  medical  centers. 

In  the  six  years  from  1955  thru  1960,  we  treat- 
ed 62  cases  of  hyperthyroidism,  virtually  all  of 
which  were  secondary  to  diffuse  hyperplasia.  To 
illustrate  the  growth  of  our  activity  in  this  field, 
we  treated  two  patients  in  1955,  five  in  1956, 
nine  in  1957,  seventeen  in  1958,  thirteen  in  1959 
and  sixteen  in  I960.  Fifty-two  of  the  patients 
were  women  and  nine  w'ere  men.  Age  group 
was  as  follows: 


10  to  19  years  — 1 

20  to  29  years  — 3 
30  to  39  years  — 14 
40  to  49  years  — 20 
50  to  59  years  — 14 
60  to  69  years  — 8 

70  to  79  years  — 1 

80  to  89  years  — 1 

Seventy-seven  per  cent  of  our  patients  fell  with- 
in the  age  group  of  30  to  59  years  and  70  per 
cent  over  40  years. 

It  is  of  interest  to  note  the  source  of  referral 
of  patients  to  our  department.  Thirty-one  per 
cent  came  from  the  general  practice  group,  58 
per  cent  from  the  internist  and  11  per  cent  from 
the  surgeon. 

In  regard  to  previous  treatment,  17  patients 
or  28  per  cent  had  been  treated  with  anti-thyroid 
drug  therapy;  13  patients  or  21  per  cent  had  had 
previous  subtotal  thryroidectomy,  nine  of  the 
patients  having  had  surgery  once  and  four  pa- 
tients ha\’ing  had  repeat  subtotal  procedure. 

We  patterned  our  mode  of  treatment  after 
that  of  Beierwaltes,  et  ah,  (1)  using  the  single' 
dose  technique.  This  is  in  opposition  to  (he  mul- 
tiple small  dose  techniepic  acbocated  b\-  ollu-i' 
(3).  W’e  do  not  ha\c  the  facilities  for  storage 
large  amounts  of  the  isotope  uor  is  it  ci'ouu'ii 
ically  feasible  to  maintain  large  amounts  cl  r:i- 
dioiodidc  on  baud  due  to  our  small  m)1uuu  . 
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standard  dosage  is  10  millicuries.  To  this  we  add 
or  subtract  1,  2 or  3 millicuries  depending  upon 
the  size  of  the  gland  and  the  per  cent  of  uptake. 
An  average  size  gland  and  average  uptake  in 
the  hyperthyroid  range  would  receive  10  milli- 
curies. A patient  with  a larger  gland  but  with  a 
smaller  uptake  would  receive  13  millicuries. 

We  have  treated  62  patients  since  the  begin- 
ning of  our  laboratory  and  55  of  these  or  89  per 
cent  responded  satisfactorily  to  one  dose.  Six 
patients  or  9.7  per  cent  required  the  administra- 
tion of  a second  dose.  One  patient  or  1.3  per  cent 
received  three  treatment  doses,  a total  of  40  mil- 
licuries of  radioactive  iodide  over  a period  of  19 
months  and  subsequently  was  subjected  to  sur- 
gical thyroidectomy  because  of  failure  of  the 
radioiodide  to  produce  a euthyroid  state.  This 
represents  our  only  failure  with  radioiodide.  Six 
of  the  seven  patients  requiring  a second  dose 
did  so  in  less  than  five  months  following  the 
initial  dose.  Since  all  but  one  of  the  cases  either 
responded  or  were  retreated  within  six  months, 
we  feel  that  we  are  justified  in  considering  our 
results  based  on  cases  which  we  have  followed 
for  at  least  six  months.  Hence,  we  will  be  con- 
cerned with  those  patients  treated  prior  to  June 
30,  1960.  Of  53  patients  treated  prior  to  June  30, 
1960,  nine  have  been  lost  for  follow-up  so  that 
the  results  of  44  can  be  reported.  Of  the  44 
cases,  43  or  97.5  per  cent  were  cured  of  their 
to.xicity.  One  case  or  2.5  per  cent  remained  toxic. 

Of  the  43  patients  who  were  relieved  of  their 
toxicity,  28  or  65  per  cent  are  in  the  euthyroid 
state.  Fifteen  or  35  per  cent  became  hypothyroid 
and  are  being  maintained  on  replacement  thera- 
py. It  appears  that  in  our  series  we  have  a high- 
er per  cent  of  patients  becoming  hypothyroid 
than  has  been  reported  in  larger  series.  How- 
ever, we  do  not  feel  that  permanent  myxedema 
is  a great  tragedy  as  the  patients  are  well  main- 
tained on  replacement  therapy. 

Our  results  are  somewhat  better  in  the  non- 
operated  than  in  previously  operated  patients. 
Of  31  nonoperated  patients,  24  or  77.5  per  cent 
are  euthyroid  and  7 or  only  22.5  per  cent  are 
hypothyroid. 

The  opposite  result  exists  in  the  case  of  those 
patients  having  previously  had  subtotal  thy- 
roidectomy. Of  12  patients,  4 or  33.3  per  cent  are 
now  euthyroid  and  8 or  66.7  per  cent  are  hypo- 
thyroid and  require  replacement  therapy.  It  ap- 


pears that  we  were  in  error  in  regard  to  the 
dosage  given  the  previously  operated  patients 
and  our  plan  in  the  future  is  to  adjust  the  dosage 
to  a lower  level. 

An  interesting  corollary  is  a report  of  the  re- 
sults of  radioiodide  therapy  in  patients  who  had 
been  treated  with  anti-thyroid  drugs.  Fourteen 
patients  are  in  this  class  and  13  or  93  per  cent 
were  rendered  euthyroid.  One  or  only  7 per  cent 
was  made  hypothyroid.  From  this,  one  might 
suggest  that  the  patients  be  routinely  prepared 
with  anti-thyroid  medication  prior  to  radioiodide 
treatment.  However,  anti-thyroid  drug  therapy 
is  not  innocuous.  Three  of  the  patients  had  an 
untoward  reaction  to  propylthiouracil.  One  of 
these  was  an  agranulocytosis  which  almost 
proved  fatal.  For  this  reason,  we  do  not  advo- 
cate routine  preparation  with  anti-thyroid  drugs. 

In  our  series  of  62  cases,  we  have  not  had  a 
fatality.  We  have  not  had  a patient  develop  thy- 
roid crisis,  tetany  or  vocal  cord  paralysis.  No  pa- 
tient has  developed  radiation  thyroiditis.  There 
is  an  irregular  period  of  delay  between  the  time 
the  treatment  dose  is  administered  and  the  full 
therapeutic  effect  is  evident.  This  varies  with 
patients  and  ranges  between  three  to  six  weeks. 
Persistence  of  the  toxic  state  during  this  time 
may  be  described  as  morbidity;  however,  most 
of  our  patients  tolerate  this  quite  well.  The  more 
toxic  patients  are  given  Tugal’s  solution  begin- 
ning four  days  after  the  theraputic  dose  of  radio- 
iodide is  administered  and  this  is  continued  for 
four  weeks. 

Indications  for  treatment  with  radioiodide 
(1-5)  and  the  hazards  of  radiation  have  been 
adequately  discussed  by  others  (2-4). 

We  are  of  the  opinion  that  there  is  a very 
definite  place  for  the  establishment  of  a radioio- 
dide facility  in  the  so-called  rural  non-affiliated 
hospitals.  Although  our  series  is  relatively  small 
compared  with  the  larger  clinics,  our  results  are 
as  good  as  and,  in  some  cases,  better  percentage- 
wise than  those  of  the  larger  institutions  ( 3-6 ) . 
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Gastric  Resections 
— St.  Joseph’s  Hospital,  1953-1959 

E.  Payne  Palmer,  Jr.,  M.D.,  F.A.C.S. 


This  paper  on  gastric  resections  at  St.  Joseph’s  Ho.spital  covering  the  two 
periods  1940-1952  and  1952  to  date  is  an  analysis  that  we  .should  make  more  fre- 
quently in  all  of  our  hospitals  of  this  State,  not  only  in  regard  to  gastric  resections 
but  other  major  procedures.  These  reviews  should  include  a critical  analysis  of 
our  morbidity,  7nortality  and  end  results  with  the  thought  in  mind  that  many  of 
our  now  accepted  procedures  deserve  re-evaluation. 


A PAPER  presented  by  the  author  at  a regu- 
lar staff  meeting  at  St.  Joseph’s  Hospital,  Nov.  9, 
1953,  reviewing  194  cases  of  gastric  resections 
performed  at  St.  Joseph’s  Hospital  from  Jan.  1, 
1950,  through  Dec.  31,  1952,  stated  that  recent 
advances  in  medical  and  surgical  practice  had 
drastically  reduced  the  mortality  and  morbidity 
rates  associated  with  surgery  of  the  gastrointes- 
tinal tract.  It  was  also  stated  that  the  use  of  anti- 
biotics, the  better  understanding  of  electrolyte 
imbalance,  improved  pre-  and  post-operative 
care,  improved  anesthesia  and  early  ambulation 
had  all  been  responsible  for  this  reduction.  That 
statement  today  is  even  truer  than  it  was  in  1953. 
In  1953  the  accepted  surgical  treatment  for  pep- 
tic ulcer  disease  was  gastric  resection. 

Sub-total  gastrectomy (58)  is,  in  all  probabil- 
ity, numerically  the  most  frequently  used  proce- 
dure today  although  its  popularity  is  beginning 
to  lag  behind  the  combined  vagotomy-antrecto- 
my and  vagotomy-plus-drainagc  (iiylorojilasty ) 
procedures.  The  major  disad\’antagc  is  the  un- 

Presented  at  Staff  Mc'ctinK  — St.  jo.si'ph’.s  Ilo.spilal,  Pliornix, 
Ariz.,  July  I960. 


avoidably  rather  high  incidences  of  incomplete 
vagotomy  with  an  ulcer  recurrence  rate  of  ap- 
proximately 6 to  10  per  cent  throughout  the 
country. 

A review  of  recent  literature  dealing  with  sur- 
gical management  of  peptic  ulcer  disease  pre- 
sents certain  difficulties  from  a comparati\e 
standpoint.  Alany  report  operative  or  hospital 
mortality,  yet  few  present  adequate  data  about 
morbidity.  Because  of  the  rather  uniformly  re- 
ported low  mortality  rate,  a significant  basis  for 
evaluation  of  a procedure  would  be  found  in  a 
study  of  the  post-operati\’e  morbidity  and  the 
late  sequela  of  the  procedure. 

It  is  my  purpose  in  presenting  this  papc’r  to 
review  all  the  gastrectomies  performed  at 
joseph’s  Hospital  from  januar\-  1,  1953,  tliroiiC'i 
December  31,  1959.  St.  Joseph's  is,  in  all 
abilit\’,  a busy,  t\pical,  pri\at('  hospitdl  in  ;■ 
largc-si/cd  communit\',  stalled  by  conij>. 
a\crag(',  or  abo\  c-a\cragc  surgc'ous.  Our  u L ind;. 
tiu'n  should  be  comparable  with  liki'  n iuid; 
Irom  similar  hospitals  ihroiighont  (he  c-ouulrw 
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GENERAL  DATA 

From  Jan.  1,  1953,  through  Dec.  31,  1959,  397 
cases  of  sub-total  or  total  gastric  resections  for 
various  pathological  lesions  were  performed  at 
St.  Joseph’s  Hospital.  In  the  years  1940  through 
1952,  only  194  cases  were  performed  at  St.  Jos- 
eph’s Hospital,  thus  showing  a marked  increase 
in  the  number  of  gastrectomies  performed. 

Thirty-five  different  surgical  staff  members 
performed  these  397  cases.  Of  these  35  surgeons 
operating,  two  groups  ( two  surgeons  in  each 
group)  had  50  or  more  cases,  two  groups  30  or 
more,  two  surgeons  30  or  more  each,  one  sur- 


geon 20  or  more,  three  surgeons  15  or  more,  five 
surgeons  4 or  more,  six  surgeons  2 each,  eight 
surgeons  1 each. 

Of  the  397  cases  there  were  258  men  (67.5 
per  cent)  and  139  women  (32.5  per  cent).  This 
distribution  and  percentage  correspond  with  fig- 
ures reviewed  throughout  the  entire  country. 
The  patients’  ages  ranged  from  19  ( one  case  who 
had  a sub-total  gastrectomy  with  cholecystec- 
tomy and  splenectomy)  to  70  or  over  (11  cases). 
Almost  two-thirds  of  all  the  cases  were  in  the 
40  to  60  age  group.  These  figures  also  corre- 
spond with  the  literature  reviewed. 


19  & under  2U-29 
1 13 


TABLE  I 
Ages  by  Decades 

30-39  40-49  50-59  60-69 

64  139  105  64 


70  & over 
11 


NUMBER  OF  CASES  PER  YEAR 
It  is  interesting  to  note  the  gradual  increase 
in  the  number  of  gastrectomies  from  1953  until 
1957,  at  which  time  a peak  was  reached,  and 
then  again  in  1958  and  1959  when  there  was  a 
decline  in  the  number  of  cases,  although  in  1958 
and  1959  the  number  of  cases  was  exactly  the 
same.  It  is  also  interesting  to  note  that  the 
number  of  cases  performed  from  1940  to  1952, 
one  hundred  and  ninety-four,  increased  over  100 
per  cent  (397  cases)  from  1953  to  1959. 

TABLE  II 


Number  of  Cases  per  Year 


Year 

No.  Cases 

No.  Deaths 

1953 

36 

0 

1954 

38 

4 

1955 

52 

2 

1956 

59 

2 

1957 

82 

3 

1958 

65 

2 

1959 

65 

2 

397 

15 

SYMPTOMS 

The  symptoms  presented  by  this  group  of  397 
cases  are  shown  in  Table  HI.  They  are  again 
indicative  of  the  high  incidence  of  complica- 
tions of  peptic  ulcer  which  led  to  surgery  as  the 
treatment  of  choice.  Pain  was  usually  the  first 
symptom  complained  of,  occurring  in  307  cases 
(79  per  cent.)  The  complaint  of  pain  was  closely 
associated  with  nausea,  vomiting,  hemorrhage 
and  dyspepsia  followed  by  obstruction  and 


weight  loss.  The  symptoms  presented  in  this 
series  again  correspond  almost  exactly  to  those 
reported  in  the  literature  during  the  past  seven 
years.  The  average  duration  of  symptoms  be- 
fore gastrectomy  was  7.3  years  in  1940  to  1952, 
and  8.2  years  in  1953  through  1959,  an  increase 
of  almost  one  year. 


TABLE  III 
Symptoms 

Pain  307 

Nausea  147 

Vomiting  191 

Hemorrhage  164 

(Hematemesis  and/or  Melena) 

Obstruction  26 

Dyspepsia 179 

Wt.  Loss  65 


PREVIOUS  OPERATIONS 
Fifty-six  (10.4  per  cent)  of  the  patients  pre- 
sented had  previously  had  surgery  for  the  symp- 
toms or  complications  of  peptic  ulcer. 

Twenty-five  cases  (6  per  cent)  had  had  previ- 
ous surgery  for  the  repair  of  peptic  ulcer  per- 
foration. Twelve  cases  (3  per  cent)  had  had  pre- 
vious sub-total  gastrectomies. 

TABLE  IV 
Previous  Operations 


Subtotal  Gastrectomy 12 

Perforations 25 

Gastroenterostomy  — Vagotomy  9 

Cholestectomy  (without  relief)  2 

Choledochostomy 1 

Segmental  Resection 1 

Pyloroplasty  1 

Gastroenterostomy  5 
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X-RAY  DIAGNOSIS  COMPARED  WITH 
PATHOLOGICAL  DISTRIRUTION  OF 
LESIONS 

It  will  be  noted  that  the  pre-operative  x-ray 
diagnosis  corresponds  very  closely  with  the  path- 
ological distribution  of  lesions  except  for  duo- 
denal ulcer.  A total  of  380  pre-operative  x-ray 
diagnosis  were  made.  There  were  17  of  the  sur- 
gical records  which  had  no  record  of  any  pre- 
operative x-ray  work-up.  This  undoubtedly  was 
due  to  inadequate  histories  and  admission  notes. 

TABLE  V 

X-Ray  Diagnosis  Compared  with  Pathological 
Distribution  of  Lesions 


X-Ray  Diagnosis 

Path.  Dist. 
of  Lesions 

Duodenal  ulcer 

243 

70 

Gastric  ulcer 

61 

63 

Carcinoma 

19 

18 

Pyloric  ulcer 

7 

18 

Pyloric  stenosis 

22 

13 

Marginal  ulcer 

15 

14 

Normal 

9 

0 

Cholecystitis 

3 

0 

Esophageal  ulcer 

1 

0 

Chronic  gastritis 

0 

184 

380  380 


INDICATIONS  AND  PRE-OPERATIVE 
DIAGNOSIS 

The  indications  for  elective  and  emergency 
surgery  for  this  group  of  patients  again  follow 
almost  to  the  letter,  with  only  several  marked 
exceptions  as  noted  in  Table  VI,  the  classical 
text  book  picture  and  recommendations  by  the 
leading  surgeons,  internists  and  surgical  clinics 
of  this  country.  Practically  all  of  the  cases  stud- 
ied had  been  well  worked  up  and  had  had  long 
and  adequate  medical  treatment.  The  pre-opera- 
tive diagnosis  closely  corresponded  to  the  path- 
ological distributions  of  the  lesions  as  reported 
by  the  pathologists  except  in  the  duodenal  ulcer 
cases.  There  were  260  cases  in  which  a pre-op- 
erative diagnosis  of  duodenal  ulcer  was  made, 
but  only  74  cases  of  duodenal  ulcer  were  report- 
ed by  the  pathologists.  This,  undoubtedly,  was 
due  to  the  difficulties  encountered  and  the  dan- 
ger ensuing  from  an  attempt  to  remove  the  ulcer. 
In  all  these  cases  the  stump  was  plicated,  and 
the  ulcer  left  intact. 


TABLE  VI 

Pre-operative  Diagnosis 


Duodenal  ulcer 260 

Gastric  ulcer 63 

Carcinoma  22 

Pyloric  ulcer  6 

Marginal  ulcer  22 

Pyloric  stenosis  16 

Chronic  gastritis  3 

Cholecystitis  3 

Chronic  pancreatitis  1 

Esophageal  ulcer  l 


PATHOLOGICAL  DISTRIBUTION  OF 
LESIONS 

The  pathological  distribution  of  lesions,  as 
stated  before,  followed  very  closely  the  pre-oper- 
ative diagnosis  with  the  exception  of  the  duo- 
denal ulcer  group.  This  group  alone  accounted 
for  practically  all  of  the  chronic  gastritis  lesions 
as  reported  by  the  pathologists.  It  is  interesting 
to  note  that  there  were  63  cases  of  pre-operative 
diagnosis  of  gastric  ulcer  and  65  cases  of  gastrie 
ulcer  reported  by  the  pathologists,  also  that 
there  were  22  cases  of  pre-operative  diagnosis  of 
carcinoma  and  18  found  by  the  pathologists.  This 
close  correspondence  of  pre-operative  diagnosis 
to  pathological  distribution  of  lesions  is,  I think, 
an  excellent  record. 

TABLE  VII 

Pathological  Distributions  of  Lesions 


Duodenal  ulcer 74 

Gastric  ulcer 65 

Carcinoma  18 

Pyloric  ulcer 17 

Marginal  ulcer  14 

Pyloric  stenosis  25 

Gastro-duodenal  ulcer  1 

Gastro-jejunal  ulcer  1 

Chronic  gastritis  182 


397 

POST-OPERATIVE  DEATHS 
There  were  15  deaths  following  gastric  resec- 
tion in  these  397  cases,  a mortality  rate  of  3.75 
per  cent.  In  the  194  cases  previously  reported 
from  1940  through  1952,  there  were  18  deaths,  a 
mortality  rate  of  9.03  per  cent.  This  marked  re- 
duction in  mortality  rate  is  a record  ol  which 
this  hospital  can  be  justifiably  proud.  The  mor- 
tality rate  as  reported  is  comparable  to  or  better 
than  those  reported  throughout  the  entire  coun- 
try. The  overall  mortalit)'  rate  as  repoited 
throughout  the  country  ranges  Iroiii  1.7  per  cent 
for  449  cases(38)  to  2.4  per  cent  for  269  cases(22! 
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to  4 per  cent  for  480  cases  (13)  to  4.3  per  cent 
for  2562  cases  (65).  Of  the  15  deaths  reported, 
the  youngest  patient  was  44  years  of  age  and  the 
oldest  74  years  of  age.  It  is  interesting  to  note 
that  there  were  14  males  and  1 female  in  the 


15  deaths  reported.  The  shortest  post-operative 
time  of  death  was  1 hour  ( post-operative  shock ) 
and  the  longest  was  44  days  (carcinoma  of  the 
pancreas).  Ten  of  the  15  deaths  were  in  the  60- 
or-over  age  group. 


TABLE  VIII 


Year 

Age 

Sex 

P.O.  Day 

Cause  of  Death 

of  Death 

Carcinoma  of  pancreas 

1953 

0 

0 

0 

Lower  nephron  nephrosis 

1954 

60 

M 

44 

Acute  pancreatitis 

58 

M 

40 

Pseudomembranous  enterocolitis 

64 

M 

8 

Hepatic  necrosis  — Acute  myocardial  infarct 

44 

M 

35 

P.O.  shock 

1955 

70 

M 

8 

Pulmonary  embolism 

65 

M 

1 hr. 

Rupture  gastrojejunostomy  suture  line  — 

1956 

59 

M 

12 

Peritonitis 

53 

M 

17 

Myocardial  infarction 

1957 

62 

M 

6 

Hemorrhagic  diathesis 

72 

F 

2 

Lower  nephron  nephrosis 

69 

M 

5 

Intestinal  obstruction  — Suppurative 

1958 

54 

M 

17 

bronchopneumonia 

68 

M 

10 

Cardiac  myopathy  — Peritonitis 

1959 

74 

M 

4 

Pulmonary  embolism 

69 

M 

12 

Hemorrhagic  gastric  enteritis 

MAJOR  iNON-FATAL  COMPLICATIONS 
& MORBIDITY  RATE 
The  average  length  of  hospitalization  for  the 
397  cases  studied  was  14.8  hospital  days.  The 
average  length  of  hospitalization  for  the  194 
cases  studied  during  the  previous  12-year  period 
was  18.02  days.  This  average  length  of  hospitali- 
zation is  for  those  cases  who  did  not  develop 
post-operative  complications.  In  this  series  of 
cases  there  were  31  patients  who  developed  ma- 
jor non-fatal  complications.  The  average  length 
of  hospitalization  for  these  cases  was  36  days. 
During  the  previous  12-year  period,  there  were 
nine  cases  of  non-fatal  complications,  a percent- 
age of  4.6.  The  31  cases  developing  major  non- 
fatal  complications  during  the  present  study 
comprised  a percentage  of  7.7.  In  my  judgment, 
this  is  an  extremely  high  percentage  of  major 
non-fatal  complications  although  a careful  re- 
view of  the  literature  during  the  past  eight  years 
fails  to  find  any  specific  mention  of  morbidity 
rates  except  for  one  series  of  269  cases (22)  in 
which  the  length  of  hospitalization  for  non-fatal 
complications  was  36.8  days.  The  only  things 
mentioned  are  that  the  morbidity  rates  with  vag- 
otomy and  drainage  procedures  are  much  less 
than  with  gastrectomies.  Practically  all  of  these 
cases  of  major  non-fatal  complications  were  sub- 
jected to  one  or  more  surgical  procedures  follow- 
ing their  gastrectomies.  It  is  interesting  to  note 


that  there  were  seven  cases  of  subphrenic  abscess 
and  five  cases  of  duodenal  stump  leak.  With 
careful  plication  of  the  duodenal  stump  and  the 
anastomosis,  these  complications  should  defi- 
nitely be  avoidable. 

TYPES  OE  OPERATIVE  PROCEDURES 

It  will  be  noted  in  Table  X that  there  were  333 
cases  of  sub-total  gastrectomies  performed  with- 
out other  procedures.  The  Billroth  II  procedure 
was,  by  far,  the  most  popularly  employed  al- 
though many  surgeons  do  not  mention  which 
type  of  procedure  they  used  when  dictating  their 
operative  reports.  There  were  two  total  gastrec- 
tomies performed,  1 for  Ca  and  1 for  multiple 
ulcers.  There  were  49  sub-total  gastrectomies 
with  vagotomies,  6 emergency  gastrectomies  for 
massive  hemorrhage,  and  1 emergency  gastrecto- 
my for  rupture.  It  should  also  be  noted  that 
there  were  6 splenectomies  performed  with  the 
sub-total  gastrectomies.  All  6 of  these  splenecto- 
mies were  performed  because  of  operative  lacer- 
ations of  the  spleen.  During  the  period  of  this 
study,  there  were  47  cases  of  vagotomy  with 
gastrojejunostomy,  8 cases  of  vagotomy  with 
pyloroplasty,  and  8 cases  of  gastroduodenostomy 
with  vagotomy  performed  at  St.  Joseph’s  Hospi- 
tal. These  cases  are  not  included  in  this  present 
study. 
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TABLE  IX 

Major  Non-Fatal  Complications 

Complications 

Incisional  hernia  — Subphrenic  abscess 
Dehiscence  — Peritonitis 
Intestinal  obstruction 
Ileus  — Peritonitis 
Subphrenic  abscess  — Abdominal 
abscess  — Empyema,  chest 
P.O.  hemorrhage 
Subphrenic  abscess 
P.O.  hemorrhage 
Obstruction  — Anastomosis 
Obstruction  — Anastomosis 
Dehiscence 

Paralytic  ileus  — Peritonitis 

Drainage  duodenal  stump  with  abscess 

Intestinal  obstruction 

Duodenal  fistula 

Peritonitis 

Abdominal  abscess 

Wound  dehiscence  — Pneumonia 

Pseudo-membranous  enterocolitis 

Bilateral  thrombophlebitis 

Subphrenic  abscess 

Subphrenic  abscess 

Subphrenic  abscess  — P.O.  Hemorrhage 

spleen 

Hepatic  fistula 

Dehiscence  — Duodenal  fistula 
Duodenal  stump  leak 
P.O.  Hemorrhage  — Dehiscence  — 
Duodenal  stump  leak 
Atelectasis  — Pleural  effusion  — 
Subphrenic  abscess 
P.O.  Obstruction 
Empyema,  chest  — Resection 
Pulmonary  infarct 


Sex 

Hospital  Days 

M 

59 

M 

17 

M 

30 

F 

35 

M 

68 

M 

33 

M 

35 

F 

39 

M 

38 

M 

24 

M 

17 

M 

30 

F 

44 

M 

28 

M 

21 

M 

49 

M 

36 

M 

43 

M 

60 

F 

24 

F 

30 

M 

36 

M 

29 

M 

32 

M 

29 

M 

17 

M 

34 

M 

75 

M 

35 

F 

33 

M 

38 

DISCUSSION 

A review  of  397  gastrectomies  performed  at  St. 
Joseph’s  Hospital  from  1953  through  1959  has 
been  presented.  There  were  15  post-operative 
deaths,  a mortality  rate  of  3.75  per  cent,  which 
corresponds  very  favorably  to  the  rates  reported 
throughout  the  country.  A previous  study  of  gas- 
trectomies, 1940  through  1952,  197  cases,  brings 
the  total  study  for  the  past  20  years  to  591  cases. 
The  mortality  rate,  18  cases,  of  the  previous  re- 
port, was  9.03  per  cent.  The  mortality  rate  for  the 
entire  20-year  review  is  5.54  per  cent.  In  2,562(65) 


elective  operations  performed  by  432  surgeons 
throughout  the  country  the  mortality  rate  was 
4.3  per  cent.  It  is  significant  that  the  mortality 
rate  for  this  group  of  cases  is  4.9  per  cent  for 
those  operations  associated  wdth  gastric  resec- 
tion, (about  80  per  cent  of  all  operations); 
whereas,  it  is  only  1.7  per  cent  for  all  those  lesser 
procedures.  Mortality  from  gastrointestinal  sur- 
gery has  been  sharply  decreased  during  the  past 
three  decades  primarily  because  of  advances  in 
such  ancillary  fields  as  scientifically  selected  and 
administered  anaesthesia  and  accurate  fluid  and 


No.  Cases 
6 
1 
49 
8 
5 
1 
1 
1 
2 

333 


TABLE  X 

Types  of  Operative  Procedures 
Emergency  gastrectomies  for  hemorrhage 
Emergency  gastrectomies  for  rupture 
Sub-total  gastrectomies  with  vagotomy 
Sub-total  gastrectomies  with  cholecystectomy 
Sub-total  gastrectomies  with  splenectomy 
Sub-total  gastrectomies  with  cholecystectomy  & splenectomy 
Sub-total  gastrectomies  with  splenectomy  & pancreatectomy 
Sub-total  gastrectomies  with  diaphragmatic  hernia  repair 
Total  gastrectomies  (1  carcinoma  & 1 multiple  ulcers) 
Sub-total  gastrectomies 


397 
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electrolyte  and  blood  replacement. 

When  we  consider  the  fact  that  35  surgeons 
performed  these  397  operations,  I think  we  can 
say  that  our  over-all  results  are  as  good  as  or 
better  than  those  reported  except  for  the  mor- 
bidity rate.  A study  of  the  latter  should  evoke 
serious  thought. 

The  indications  for  surgery,  both  elective  and 
emergency,  the  sex  and  ages  of  the  patients,  the 
pre-operative  diagnoses,  both  clinical  and  x-ray, 
and  the  correspondent  pathological  distribution 
of  lesions  correspond  to  those  reported  through- 
out the  entire  country.  The  great  majority  of 
cases  reviewed  were  well  worked  up  and  showed 
that  all  had  adequate  medical  treatment  before 
being  subjected  to  elective  surgery. 

It  is  becoming  more  and  more  apparent  from 
reviewing  the  literature  to  the  present  time  that 
the  (58)  popularity  of  sub-total  gastrectomy  is 
beginning  to  lag  behind  the  combined  vagotomy 
and  antrectomy  and  vagotomy-plus-drainage 
(pyloroplasty)  procedures.  In  one  series  of  400 
cases  (24)  reported  of  vagotomy  and  pyloroplas- 
ty, there  was  one  death,  a mortality  rate  of  0.5 
per  cent.  Another  series  of  750  cases  (67)  of  the 
same  procedure  also  reported  a mortality  rate  of 
0.5  per  cent.  Another  series  of  50  cases  (54)  in 
which  vagotomy  and  antrectomy  were  employed 
there  were  no  deaths.  Vagotomy  and  pyloroplasty 
and  one-stage  transfixion  ligation  is  also  being 
used  for  emergency  surgery  for  hemorrhage 
from  peptic  ulcer  disease  with  excellent  results. 
Forty-eight  cases  (47)  so  reported  showed  no 
mortality.  Emergency  gastrectomies  performed 
for  hemorrhage  show  an  average  mortality  rate 
of  5.9  per  cent  to  25  per  cent.  In  our  own  series 
of  6 cases  of  emergency  gastrectomy  performed 
for  hemorrhage,  there  were  3 deaths,  a mortality 
rate  of  50  per  cent.  The  initial  hemorrhage  from 
a duodenal  ulcer,  regardless  of  the  age  of  the 
patient,  is  probably  more  dangerous  than  is  ap- 
preciated. The  old  adage  of  “operate  over  50” 
does  not  seem  to  apply.  Arteriosclerosis  may  be 
more  severe  in  some  person  35  years  of  age  than 
in  others  who  are  60.  In  addition,  for  every  2 
patients  past  50  who  succumb  from  initial  hemor- 
rhage, there  is  one  younger  who  also  dies.  Of 
more  significance,  the  risk  of  hemorrhage  is  the 
same  at  all  ages.  Forty-five  per  cent  will  die. 


have  other  hemorrhages,  or  have  operations 
within  five  years.  A realization  of  these  facts  will 
allow  surgical  treatment  to  be  offered  to  those 
patients  with  the  same  assurance  and  conviction 
as  that  offered  to  patients  suffering  from  a rup- 
tured spleen  or  a ruptured  ectopic  pregnancy. 
It  is  interesting  to  note  that  in  one  series  of 
70(32)  cases  reported  with  massive  hemorrhage 
from  ulcer  disease  72  per  cent  significantly  fol- 
lowed ingestion  of  salicylic  compounds. 

The  most  important  problem  in  the  diagnosis 
of  gastric  ulcer  today  is  the  differentiation  of 
the  benign  from  the  malignant  form.  With  a 
salvage  rate  of  no  more  than  2(9)  to  5 per  cent 
in  gastric  cancer,  it  is  essential  that  every  means 
be  used  in  the  differentiation  of  benign  from  ma- 
lignant lesions,  gastroscopic,  x-ray  and  gastric 
aspiration.  The  usual  present  treatment  of  gastric 
ulcer  is  unsatisfactory  (partial  gastrectomy). 
Ninety-three  and  three-tenths  ( 16 ) per  cent  of 
gastric  ulcers  are  benign.  The  internist,  then,  has 
the  primary  responsibility  in  deciding  on  the 
course  of  treatment.  By  careful  management  on 
his  part,  perhaps  the  morbidity  from  unnecessary 
gastric  resection,  the  high  incidence  of  unfavor- 
able sequela,  and  the  mortality  rate  from  gastric 
resection  can  be  reduced. 

For  peptic  ulcer  disease,  especially  the  chronic 
duodenal  ulcer,  no  single  perfect  operation  exists; 
but  until  such  surgery  may  appear,  it  seems  best, 
to  me,  generally,  to  follow  a relatively  safe  pro- 
cedure. Vagotomy  with  a drainage  procedure 
may  result  in  somewhat  higher  recurrences  of 
ulcerations;  but  too  little  attention  has  been  paid 
in  the  past  to  the  weight  loss,  malnutrition,  mor- 
bidity and  fatality  that  may  follow  gastric  sur- 
gery. In  any  case,  radical  sub-total  resection  is 
being  seriously  challenged  by  the  combined  pro- 
cedures of  vagotomy  and  antral  resection,  and 
vagotomy  and  drainage  procedure,  which  seem 
to  have  done  better  in  controlling  complications 
of  duodenal  ulcer. 

A higher  recurrence  rate  is  one  of  the  reasons 
why  surgeons  have  not  more  frequently  used 
vagotomy  with  a drainage  procedure,  especially 
vagotomy  with  gastroenterostomy.  The  latter  is 
especially  true;  only  81  per  cent  of  patients  (17) 
on  whom  this  procedure  has  been  employed  had 
satisfactory  results.  (65)  Another  reason  is  that 
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8.  Radical  sub-total  resection  is  being  seriously 
challenged  by  vagotomy  and  antrectomy,  and 
vagotomy  and  drainage  procedures. 


many  able  surgeons  have  not  bothered  to  master 
the  technical  details  of  the  performance  of  a 
good  subdiaphragmatic  vagotomy.  At  least  10 
per  cent  or  more  of  all  attempted  vagotomies  are 
inadequate. 


The  average  length  of  hospitalization  has  been 
lowered  from  18.02  days  (1940-1952)  to  14.8 
days  ( 1953-1959 ) except  for  those  cases  of  non- 
fatal  major  eomplications.  In  the  latter,  31  cases, 
the  average  length  of  hospitalization  was  36  days. 

In  a study  such  as  this,  397  gastrectomies  per- 
formed by  35  different  surgeons,  it  is  felt  that 
the  only  data  laeking  is  a follow-up  as  to  the 
sequela  and  over-all  satisfactory  results  of  these 
gastrectomies.  Of  course,  a follow-up  of  so  many 
private  patients  under  the  care  of  so  many 
surgeons  is  next  to  impossible. 

SUMMARY 

1.  A review  of  three  hundred  and  ninety- 
seven  (397)  gastrectomies  from  the  surgical  rec- 
ords of  St.  Joseph’s  Hospital,  1953  through  1959, 
has  been  presented. 

2.  Five  hundred  and  ninety-one  (591)  cases 
of  gastrectomies  (1940-1952,  1953-1959)  have 
now  been  reviewed. 

3.  Mortality  rate  was  3.75  per  cent,  1953-1959, 
compared  with  a mortality  rate  of  9.03  per  cent, 
1940-1952.  The  mortality  rate  for  the  20  year 
period  was  5.58  per  cent. 

4.  The  morbidity  rate  was  7.7  per  cent.  The 
average  length  of  hospitalization  for  these  cases 
was  36  days. 

5.  The  average  length  of  hospitalization  for 
non-complieated  cases  was  14.8  days  as  compared 
to  18.02  days  for  the  period,  1940-1952. 

6.  Thirty-five  surgeons  performed  these  397 
cases  as  compared  to  20  surgeons  performing 
194  eases,  (1940-1952). 

7.  Sub-total  gastrectomy  without  other  pro- 
cedures was  the  most  popular  type  of  surgery 
performed,  (333  cases).  There  has  been  a 
marked  increase  in  the  number  of  gastrectomies 
with  vagotomies  during  the  past  several  years. 
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UROLOGY  AWARD 

The  American  Urological  Association  offers  an  annual  award  of  $1,000  (first 
prize  of  $500,  second  prize  $300,  and  third  prize  $200)  for  essays  on  the  result 
of  some  clinical  or  laboratory  research  in  Urology.  Competition  is  limited  to 
Urologists  who  have  been  graduated  not  more  than  ten  years,  and  to  hospital 
interns  and  residents  doing  clinical  or  laboratory  research  work  in  Urology. 
Animal  research  is  not  necessary. 

The  first  prize  essay  will  appear  on  the  program  of  the  forthcoming  meeting 
of  the  American  Urological  Association,  to  be  held  at  the  Bellevue-Stratford 
Hotel,  Philadelphia,  Pennsylvania,  May  14-17,  1962. 

For  full  particulars  write  the  Executive  Secretary,  William  P.  Didusch,  1120 
North  Charles  Street,  Baltimore  1,  Maryland.  Essays  must  be  in  his  hands  before 
November  15,  1961. 
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What  to  remember  — What  has  been  accom- 
plished and  what  is  still  to  be  done  about 
Chemical  Warfare  (CW)  and  Biological  Warfare 
(BW)  Defense 

Charles  W.  Steele,  M.D. 


The  basic  principles  to  remember  concerning  Biological  and  Chemical  Warfare 
are  outlined. 

Specific  accomplishments  in  our  defense  efforts  against  Biological  and  Chem- 
ical Warfare  agents  to  date  are  enumerated. 

The  many  things  that  still  remain  to  be  done  before  we  have  an  adequate  non- 
military defense  against  Biological  and  Chemical  Warfare  attacks  are  discussed 
in  specific  detail. 


YOU  HAVE  just  heard  a masterful  presentation 
by  such  experts  as  Colonel  Victor  C.  Searle, 
U.  S.  Army  Chemical  Corps,  on  the  capabilities 
of  chemical  weapons(l)  and  by  Dr.  LeRoy  D. 
Fothergill  on  the  grim  possibilities  which  could 
result  from  biological  agents.(2)  The  medical 
problems  that  would  be  created  should  BW 
and  CW  be  used  against  us  have  been  discussed 
in  their  essential  detail  by  the  third  speaker, 
Colonel  Dan  Crozier,  MC,  U.S.  Army. (3)  At 
this  point  it  might  be  helpful  to  review  quickly 
this  wealth  of  material  as  presented  with  a view 
to  determining  what  we  should  remember,  what 
has  been  accomplished,  and  what  defenses  still 
must  be  developed  in  order  to  provide  the 
civilians  of  this  country  of  ours  with  a BW  and 
CW  defense  adequate  to  insure  our  national 
survival. 


Presented  at  the  Ninth  Annual  United  States  Civil  Defense 
Council  Conference,  Medical-Health  Section,  Minneapolis,  Min- 
nesota, 21  September  1960. 

Member,  Medical-Health  Committee,  United  States  Civil  De- 
fense Council. 

Member,  Committee  on  Disaster  Medical  Care,  American 
Medical  Association. 

Chairman,  Committee  on  Disaster  Medical  Care,  Maine  Medical 
Association. 


On  April  8,  1960,  Clifford  F.  Rassweiler,  Vice 
President  for  Researeh  and  Development,  Johns- 
Manville  Corporation,  New  York,  New  York, 
delivered  a masterful  and  stimulating  paper  en- 
titled “What  We  Must  Remember  and  Mdiat 
We  Must  Do”  at  the  Symposium  on  Non-military 
Defense,  ‘Chemieal  and  Biologieal  Defense  in 
Perspective’,  137th  National  Meeting,  American 
Chemical  Society,  Cleveland,  Ohio,  April  5-14, 
1960.  ( 4 ) This  paper  is  available  from  the  Ameri- 
can Chemical  Society  and  should  be  read  by 
every  person  at  this  meeting.  Certain  features 
of  the  material  eovered  are  still  timely  and 
germane,  and  will  be  referred  to  when  appropri- 
ate in  the  presentation  which  is  to  follow. 

First,  it  should  be  recognized  and  understood 
from  the  previous  presentations  made  toda\'  that 
the  development  of  major  chemical  and  bio- 
logical warfare  offensi\e  potentials  is  well  within 
the  capabilities  of  small  and  rclati\el\-  \\('ak 
enemy  nations.  Small  groups  of  unscrupulous 
chemists  or  bacteriologists  could  produce  major 
qiiantites  of  biological  agents  and  procure  the 
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weapon  systems  for  their  delivery  with  limited 
financial  outlay,  and  with  small  industrial  in- 
stallations. They  could  even  accomplish  this 
with  stolen  bacterial  and  virus  cultures  smuggled 
out  of  this  or  some  other  country. 

It  should  further  be  remembered  that  it  will 
be  very  difficult,  if  not  completely  impossible, 
to  detect  the  manufacture,  storage,  transporta- 
tion or  the  delivery  of  particular  biological 
agents.  At  the  present  time  there  would  seem 
to  be  no  effective  world-wide  system  of  inspec- 
tion or  policing  of  nations  by  any  international 
body  which  would  have  even  a remote  chance 
of  detecting  the  manufacture,  stockpiling,  or 
transportation  of  biological  warfare  agents  and 
of  certain  toxic  chemicals. 

Another  point  which  must  be  recognized  is 
that  most  biological  agents,  and  certainly  some 
chemical  warfare  agents,  can  be  spread  by  means 
that  would  make  identification  of  the  aggressor 
power  most  difficult.  Saboteurs  and  enemy 
agents  could  easily  spread  biological  materials 
effectively  against  critical  military  and  civilian 
targets  with  little  chance  of  detection. 

Thus,  it  is  easy  to  see  that  biological  warfare 
agents  form  an  ideal  means  for  international 
blackmail.  In  fact,  within  a few  years  it  may 
be  possible  for  an  unscrupulous  and  irresponsible 
dictator  to  purchase  or  locally  produce  from 
relatively  modest  sums  of  money  enough  bio- 
logicals  to  destroy  us  or  to  bring  us  to  submis- 
sion by  threat  of  their  use  if  we  continue,  because 
of  inadequate  protection,  to  leave  ourselves 
vulnerable  to  attack  by  such  agents.  Without 
even  the  minimal  protection  of  adequate  respira- 
tors (gas  masks)  for  our  civil  population,  we 
are  at  present  virtually  helpless  should  either 
biological  or  chemical  warfare  be  waged  against 
us. 

Furthermore,  we  must  recognize  and  accept  as 
fact  that  our  enemies  will  use  chemical  and 
biological  agents  against  us  if  we  are  unpro- 
tected and  if  it  will  be  to  their  advantage. 
The  leaders  of  many  nations  are  extremely  ruth- 
less and  would  have  no  moral  or  humane  scruples 
about  using  any  means  to  win  world  domination. 
The  American  people  must  somehow  be  made 
to  recognize  and  remember  these  basic  facts 
about  world  communism. 


Under  these  circumstances  we  must  recognize 
that  it  is  humane  and  morally  right  to  provide 
our  families  and  our  fellow  countrymen  with 
protection  against  both  the  lethal  threat  or  the 
devastating  incapacitation  that  could  result 
should  either  chemical  or  biological  agents  be 
spread  across  our  land.  Should  these  new 
weapons  be  used  against  us  the  entire  popula- 
tion within  thousands  of  square  miles  would 
feel  the  devastating  effects  unless  they  are  pro- 
vided with  adequate  personal  protection  and 
suitable  early-warning  devices. 

Speakers  at  the  Symposium  on  Non-military 
Defense,  ‘Chemical  and  Biological  in  Perspec- 
tive’, given  on  April  8,  1960,  at  Cleveland,  Ohio, 
at  the  137th  National  Meeting  of  the  American 
Chemical  Society,(4)  and  the  authors  of  pre- 
viously presented  papers  at  this  meeting  of  the 
United  States  Civil  Defense  Council,  ( 1,2,3, ) 
have  adequately  pointed  out  that  chemical  and 
biological  warfare  agents  could  kill,  or  disable 
for  long  periods  of  time,  as  many  civilians  as 
could  a nuclear  bomb.  The  first  chart  on  “Re- 
lative Effects  of  CBR  Weapons,”  as  prepared  by 
the  American  Chemical  Society’s  Committee  on 
Civil  Defense,  was  published  in  “Number  26  of 
the  Advances  in  Chemistry  Series”  printed  in 
July,  1960.(4) 

Some  questions  have  subsequently  been  raised 
in  responsible  quarters  about  the  data  presented 
in  this  “Relative  Effects  of  CBR  Weapons”  chart 
as  originally  prepared  by  the  ACS  Committee  on 
Civil  Defense;  and,  as  a result  of  these  questions, 
the  author  requested  the  Office  of  Civil  Defense 
Mobilization  to  review  this  data  and  recommend, 
after  suitable  consultation  with  other  agencies, 
appropriate  changes.  Eigure  1 represents  a some- 
what modified  version  of  the  “Relative  Effects 
of  CBR  Weapons”  as  originally  prepared  by  the 
x\BS  Committee  on  Civil  Defense.  Mdien  con- 
sideration is  given  to  any  summary  of  this  type 
on  the  relative  effects  of  CBR  weapons  prepared 
for  diverse  audiences,  it  should  be  remembered 
that  many  oversimplifications  must  be  incor- 
porated and  many  modifying  details  must  be 
omitted  as  a matter  of  expediency.  Analyses  of 
the  effects  of  Chemical  and  Biological  Agents  are 
certain  to  vary  just  as  the  estimates  of  the 
probable  blast  and  radiation  effects  have  dif- 
fered in  the  past.  This  should  be  recognized  and 
accepted  as  the  parameters  considered  when 
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Fig.  1.  — A Revised  Esiimale  of  The  Relalive  Effects  of  CBR  Weapons 

(This  is  a modification  of  the  chart  on  “Relative  effects  of  CBR  Weapons”  as  prepared  by  the  Amer- 
ican Chemical  Society’s  Committee  on  Civil  Defense.) 


Basic  assumption:  For  the  purpose  of  this  table  we  agree  that  one  B-52  bomber  (or  its  equivalent)  can 
carry  either  one,  20-megaton  thermonuclear  bomb  or  enough  CW  or  BW  agent  to  create  the  compara- 
able  results  shown  in  the  upper  half  of  this  table. 


Nuclear  Weapons 

Chemical  Weapons 

Biological  Weapons 

Immediate 
effective  area 

200  square  miles 
(A&B  rings) 

Up  to  25  sq.  miles 
under  favorable 
conditions 

1,000  to  100,000  sq. 
miles  depending  upon 
agent  and  conditions 

Human  Lethality 
(or  morbidity)  in 
immediate  area 
(unprotected) 

98-100%  morbidity 
(not  necessarily 
lethal) 

30%  morbidity  over  25 
sq.  mi.  Morbidity  would 
approach  100%  over 
about  4 sq.  mi. 

Up  to  80%  morbidity 
(0-50%  fatalities 
depending  upon  agent 
used) 

Residual  effect 

Fall-out  may  extend  over 
several  thousand  sq.  mi. 
Duration  of  hazard  will 
vary  from  hours  to  many 
months  depending  on 
type  of  weapon  used  and 
its  height  of  burst. 

Few  minutes  to 
several  days 

Several  hours  for 
some  noncontagious 
agents,  and  longer 
for  contagious-type 
agents 

Time  for  immediate 
effect 

Seconds 

Few  seconds  to 
several  hours 

Few  days  to  few 
weeks 

Real  property  damage, 
immediate  area 

200  sq.  mi.  destroyed  or 
damaged  beyond  repair 

Undamaged 

Undamaged 

Variation  in  effect 

Little 

Wide  — need  not  kill, 
only  incapacitate 

Wide  — need  not  kiL, 
only  incapacitate 

Time  an  aggressor  is 
able  to  safely  invade 
area  after  attack 

After  termination  of 
residual  effect 

After  termination  of 
residual  effect 

After  termination  of 
residual  effect 

Human  protection  that 
could  be  available 

Evacuation;  shelters; 
civilian  mask  (fall-out) 

Civilian  mask,  CD  V-805; 
shelters  with  filters 

Civilian  mask,  CD  V-805; 
immunization;  shelters 
with  filters 

Current  defense  for 
U.S.  population 
(physical  devices) 

Some,  but  can  be 
greatly  improved 

Nearly  nonexistent 

Nearly  nonexistent 

Cost  of  protection 

Shelters  ($150-$800  per 
person 

Mask,  $2.50-$8.00 
Filters  in  shelters 
($15-$20/person) 

Mask,  $2.50-$8.00 
Filters  in  shelters 
($15-$20/  person) 
Immunization  (unknown) 

Covert  application 

Little 

Some 

Great 

Detection  and 
identification 

Simple 

Complex  but  fairly 
effective  and  rapid 

Difficult;  complex 
and  slow 

Medical  counter- 
measures 

Little 

Good  if  immediate 

Some,  much  more  need- 
ed; high  health  and  sani- 
tation standards  help. 

Would  attack  trigger 
retaliation? 

Yes 

Yes 

Doubtful,  if  covert; 
slow  at  most 

Capital  equipment 
cost  to  produce  agents 

Very  expensive 

Somewhat  expensive 

Relatively  inexpensive 

How  does  agent  attack 
target?  , 

Direct  impact,  then  some! 
“seeking”  with  fall-out  | 

“.Seeks  out”  target 

“Seeks  out”  target 

oversimplifying  are  so  variable. 

Furthermore,  it  now  seems  quite  possible  that 
chemical  or  biological  agents  can  be  tailored  to 
temporarily  incapacitate  those  subjected  to  these 
materials.  Thus,  chemical  and  biological  warfare 
can  actually  become  humane  loeapons  instead 
of  the  horrible  lethal  agents  which  most  })eople 
have  instinctively  and  subconsciously  associated 
with  the  use  of  toxic  gases  and  germ  warfare  in 
the  past. 

Foot  note:  The  text  used  in  the  eourse  was:  United  States  Civil 
Defense,  “Instinctor’s  Guide,  UadioloKieal  Monitoring;  for  In- 
structors” (for  Interim  Use  Oidy),  Federal  Civil  Defense  Ad- 
ministration, Novemher  la.^V  (reprinted  February  la.SS)  (Interim 
Instructor’s  Guide  No.  1). 


Henceforth,  we  slioidd  be  the  first  to  realize 
that  these  newer  chemical  agents  and  certain 
viral  and  bacteriological  diseases  with  ability  to 
temporarily  disable  without  killing,  or  leavin;' 
any  permanent  residual  defects,  are  the  only 
types  of  special  weapons  we  can  possibly  use 
to  sto))  an  aggressor  icho  launches  an  at  lark 
against  us  or  our  friends  through  an  allied  conn 
try.  True,  our  friends  and  allies  as  wt'll  as  r^rr 
enemies  v'ould  initially  be  etpialK’  ineapacilatt  d; 
but  there  would  be  certain  imiiortant  ull.‘m;d--’ 
differences.  Our  enemies  tcould  be  disarm-  0 i.  ul 
in  prioner  of  war  can>ps  u hen  they  rccov-  red : 
whereas  our  friends  and  (dlics  would  suffer  no 
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permanent  casualties  and  would  completely  re- 
cover and  still  be  free  men  and  women  when  the 
effects  of  these  spcial  weapons  had  worn  off. 
On  the  other  hand  atomic  and  nuclear  weapons 
if  used  would  without  discrimination  kill  or 
seriously  injure  both  our  friends  and  our  enemies. 

Material  presented  in  papers  earlier  in  this 
symposium  has  shown  that  it  is  entirely  possible 
and  feasible  at  a nominal  price  to  provide  our 
civilian  population  with  an  adequate  and  effec- 
tive protection  against  chemical  and  biological 
warfare  agents.  Education  and  technical  effort 
will  be  required,  but  the  cost  can  be  shared  by 
both  the  government  and  the  individuals  without 
being  unduly  heavy  or  overpowering. 

It  is  further  obvious  that  civilian  protection 
against  chemical  and  biological  attack  is  largely 
one  of  action  by  individuals  and  local  communi- 
ties. Individuals  can  provide  themselves  with 
satisfactory  protection  at  costs  within  local  fi- 
nancial ability.  Government  guidance  and  in- 
struction would  be  needed  but  would  not  require 
tremendous  government  expenditures  as  would 
an  adequate  protection  against  all  phases  of 
nuclear  attack. 

The  knowledge  of  the  agents  which  could 
be  used  along  with  suitable  preventive  inocula- 
tion procedures,  the  filters  for  purifying  the  air, 
and  the  protective  clothing  can  be  developed 
by  the  Chemical  Corps,  the  United  States  Public 
Health  Service,  organized  medicine,  and  private 
enterprise.  In  addition,  it  takes  individual,  family, 
and  community  action  to  secure  their  necessary 
and  proper  use  and  to  prepare  the  local  Civil 
Defense  plans  against  chemical  and  biological 
weapons.  As  a matter  of  fact,  this  form  of 
special  weapons  defense  lends  itself  well  to 
private  industrial  activity  and  is  an  enterprise 
in  which  the  entire  civil  populations  might  co- 
operate effectively  for  their  own  protection  and 
survival. 

The  final  thing  to  remember  is  in  many  ways 
the  most  tragic  and  least  understandable.  Mr. 
Clifford  E.  Rasseweiler(4)  has  expressed  it  so 
well  that  I have  elected  to  quote  him  verbatim  — 
“In  spite  of  the  obvious  and  vital  danger;  in 
spite  of  the  horrible  things  that  could  happen  to 
us  if  we  remain  unprotected;  in  spite  of  the 
fact  that  the  development  of  adequate  protec- 
tion is  obviously  possible;  in  spite  of  the  fact 


that  the  cost  of  this  protection  is  relatively  low 
in  relation  to  total  defense  spending;  in  spite  of 
all  these  things;  until  recently  we  have  done 
almost  none  of  the  things  that  need  to  be  done.” 

Let  us  now  take  a look  at  what  few  things 
have  been  done  over  the  past  eight  years  since 
the  American  Medical  Association  first  began 
to  urge  the  old  Eederal  Civil  Defense  Agency 
(FCDA)  to  devote  more  attention  to  planning 
an  adequate  CW  and  BW  defense.  Basic  and 
necessary  information  for  defensive  purposes 
about  the  new  chemical  agents  has  been  gradu- 
ally declassified  over  the  past  two  years  and 
has  finally  been  made  available  to  Civil  Defense 
agencies.  Some  of  the  other  more  important 
accomplishments  will  be  summarized. 

Simplified  and  practical  kits  (CD  V-810)  have 
been  designed  and  developed  for  the  quick 
identification  of  vesicant  and  nerve  gases  in  the 
field  (Eig.  2).  The  Chemical  Corps  Engineering 
Agency  developed  a more  elaborate  “Kit,  Chem- 
ical Agents  Analyzer,  MlOAl”  (Figs.  3 and  4) 
which  was  designed  for  the  identification  of: 
a)  Nerve  gases  (G),  b)  Cyanogen  Chloride 
(CK),  c)  Hydrocyanic  acid  (AC),  d)  Phosgene 
(CG),  e)  Lewisite  (L),  f)  Ethyl  dichlorarsine 
(ED),  g)  Mustard  (H),  h)  Nitrogen  mustard 
(HN),  i)  Chloracetophenone  (CN)  or  Brom- 
benzylcyanide  (BBC),  and  j)  Chlorpicrin  (PS). 
The  Civil  Defense  Agency  special  weapons  cen- 
tral laboratories  will  need  a somewhat  similar 
kit  for  use  in  a more  detailed  analysis  of  both 
the  older  as  well  as  any  new  chemical  agents 
that  might  be  used  against  us  in  event  of  war. 


Fig.  2 — Detector  Kit  CD  V-810  for  Chemical  Agents. 
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Fig.  3 — Kit,  Chemical  Agent  Analyzer  M-IO-AI. 

A water  testing  and  screening  kit,  the  (AN- 
M2)  V-902,  and  a food  testing  and  screening 
kit,  the  (AN-M3)  V-903,  are  available  in  small 
numbers.  These  kits  are  designed  for  the  simple 
and  rapid  field  testing  to  detect  chemical  agent 
contamination  of  water  and  of  food  of  food 
packages. 

Heavy  duty  CCDM  organizational  protective 
masks,  CD  V-800  and  CD  V-860  are  now  avail- 
able for  training  and  use  in  an  emergency  by 
Civil  Defense  personnel  that  would  be  required 
to  work  outside  and  in  contaminated  areas  (Fig. 
4 ) . These  masks  are  both  equivalent  to  the  regu- 
lar Army  gas  mask  in  effectiveness  and  length  of 
protection.  A Familiarization  Booklet(5)  de- 
signed to  acquaint  government  and  auxiliary 
personnel  who  have  Civil  Defense  emergency 
assignments  with  the  use  and  care  of  protective 
masks,  CD  V-800  and  CD  V-860,  and  the  Chem- 
ical Agent  Detector  Kit,  CD-810,  is  available. 


Fig.  4 — Protective  Mask,  VD  V-860  (rt)  and  Protective  Mask, 
CD  V-800  (It). 


Mask.  Protective.  Civilian,  E52RI6 

/ 

Fig.  5 — The  Civilian  Protective  Mask,  CD  V-805. 

mended  by  certain  state  Civil  Defense  agencies, 
by  the  Committee  on  Civil  Defense  of  tht' 
American  Chemical  Society,  and  by  the  Fniti'd 
States  Public  Health  Service. (7)  The  training 
plans  are  basically  similar  and  would  \ar\  onl\ 
in  minor  details. 

Much  basic  information  (such  tis  tiuit  piu 
seated  here  toda>  ) ncct'ss;u\-  lor  (a\il  DrU  i's, 
planning  purposes  Ittis  now  btH'u  mtulo  a\ .lil.il  l-. 
to  those  w'ho  need  to  know.  4'his  dala  an|ilii- 
to  both  chemictil  iind  l)iologic;il  w ai  laru  ;i'a,aul.s 
w'hich  might  bt'  used  ;ig;iiust  luau  ami  a",-uusl 
liis  auiimds  iind  pl;mt  lood  siqipK. 


A civilian  protective  mask  to  be  known  as 
the  CD  V-805  has  been  developed  (Fig.  5). 
Field  tests  on  this  mask  have  been  completed 
and  necessary  changes  in  the  design  were  made 
to  correct  certain  defects  found  in  the  original 
models.  This  civilian  mask  is  now  said  to  be 
ready  for  mass  production. 

Suitable  training  outlines  (See  Annex  I)  and 
OCDM  training  materials(6)  are  now  available 
for  use  at  the  state  and  local  levels  by  chemical 
identification  and  detection  teams.  Other  train- 
ing schedules  have  been  developed  and  recom- 
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Plans  have  been  made  for  the  prompt  report- 
ing of  outbreaks  of  epidemics  of  diseases 
amongst  humans  and  animals.  Farmers,  county 
extension  agents,  and  state  veterinarians  have 
been  alerted  to  report  promptly  any  unusual 
outbreaks  of  crop  or  animal  diseases.  Quarantine 
stations  and  customs  officials  have  become  even 
more  alert  in  their  check  for  diseases  amongst 
plants  and  food  brought  into  the  United  States 
from  foreign  countries;  and  an  ever  constant 
check  is  similarly  maintained  regarding  imported 
animals.  International  airplanes  are  thoroughly 
sprayed  with  insecticides  when  such  ships  have 
come  from  areas  where  disease-infected  insects 
might  have  gotten  aboard. 

Much  has  been  accomplished  in  the  way  of 
developing  more  rapid  detection  and  identifica- 
tion of  disease  producing  bacteria,  viral  agents 
and  bacterial  toxins.  Most  noteworthy  has  been 
the  perfection  of  the  flurosine  tagged  antibody 
technique  and  its  application  to  a much  wider 
range  of  bacterial  agents,  strains  of  streptococci 
and  viral  diseases  such  as  rabies. 

Noteworthy  and  praiseworthy  has  been  the 
activities  of  the  Committee  on  Civil  Defense  of 
the  American  Chemical  Society.  About  two  years 
ago,  this  committee  under  the  chairmanship  of 
Professor  Conrad  Ronneberg,  began  a program 
designed  to  awaken  the  Office  of  Civil  and  De- 
fense Mobilization  and  the  public  to  the  great 
potentials  of  CW  and  BW  agents,  and  to  re- 
peatedly call  attention  to  the  urgent  need  for 
the  development  of  an  adequate  defense  against 
such  versatile  and  deadly  weapons. (8) 

Although  considerable  has  been  accomplished 
in  respect  to  developing  an  adequate  defense 
against  chemical  and  biological  agents,  much 
more  needs  to  be  done  and  as  quickly  as  possible 
if  this  nation  is  to  be  adequately  prepared  to 
survive  an  enemy  attack  with  the  new  CW  and 
BW  agents.  These  two  special  weapons  can  be 
delivered  and  their  range  of  effectiveness  has 
been  greatly  extended  during  the  past  ten  years 
as  pointed  out  by  the  previous  speakers. 

Now  that  sufficient  heavy  duty  masks  and 
suitable  detection  kits  for  the  identification  of 
CW  agents  in  the  air,  on  the  ground,  and  in 
food  and  water  have  become  available,  it  is 
imperative  that  a suitable  training  program  for 


detection  and  decontamination  teams  be  made 
available.  It  is  recommended  that  training  pro- 
grams (similar  to  those  carried  out  so  success- 
fully over  the  past  eighteen  months  to  train 
radiation  monitoring  teams— see  Annex  II,  Part  A 
and  Annex  II,  Part  B for  details  of  the  training 
programs  in  radiation  monitoring)  be  activated 
at  once  for  personnel  in  police  and  fire  depart- 
ments, hospitals,  factories,  mills,  and  other  in- 
dustrial plants.  Teams  should  be  trained  as  spe- 
eial  detection  and  decontamination  units  to  work 
with  the  county  and  local  Civil  Defense  agencies. 

It  is  imperative  that  medical  and  paramedical 
personnel  at  all  levels  be  trained  in  protection 
and  decontamination  measures.  Every  medical 
installation  in  the  chain  of  medical  evaluation 
(from  the  first  aid  unit  through  the  collecting 
stations,  to  the  hospitals)  should  be  trained  to 
prevent  contamination  of  medical  personnel, 
equipment,  and  installations  with  CW  and  BW 
agents  that  may  be  on  patients  and  their  cloth- 
ing. Quicker  methods  must  be  found  for  doing 
this,  and  it  should  entail  the  use  of  counter 
agents  that  can  be  kept  immediately  at  hand  and 
which  do  not  require  water  — a substance  which 
may  not  be  immediately  available  for  decon- 
tamination purposes. 

Fixed  hospitals  as  well  as  the  200-bed  emer- 
gency Civil  Defense  hospitals  should  provide 
some  form  of  auxiliary  water  supply  and  a suit- 
able emergency  shower  arrangement  which  could 
be  put  into  quick  operation  in  the  event  that 
CW  casualties  be  brought  in  for  admission.  The 
Maine  State  Civil  Defense  Agency  began  think- 
ing about  such  equipment  and  suitable  decon- 
tamination procedures  as  long  as  eight  years  ago. 
Such  equipment  is  shown  in  Fig.  6 and  Fig.  7. 
Of  course,  it  is  obvious  that  this  first  type  of 
devised  portable  shower  will  not  fill  the  present 
requirements  for  quick  decontamination  against 
persistent  liquid  nerve  gas  agents;  but  it  points 
the  way  to  some  of  the  things  which  remain 
to  be  worked  out  for  the  emergency  medical 
installations  at  all  levels. 

Not  only  must  a quick  and  suitable  way  be 
found  for  the  immediate  removal  or  neutraliza- 
tion of  CW  and  BW  materials  still  on  casualties 
in  order  to  prevent  the  eontamination  of  medical 
personnel  and  medical  facilities;  but  detection 
teams  must  be  trained  and  suitable  monitoring 
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b.  First  Aid  Procedures 

1.  Remove  all  clothing  from  disaster  victims  who  are  sus- 
pected of  having  been  exposed  to  BW  agents  before  they  are 
admitted  to  any  collecting  station  or  to  any  hospital  installa- 
tion and  place  contaminated  clothing  in  containers  provided 
for  that  purpose. 

2.  All  such  ambulatory  personnel  should  then  pass  under 
a series  of  showers  where  suitable  detergents  are  available 
for  use  along  with  vigorous  scrubbing  of  the  entire  outer  sur- 
face of  the  body.  See  Charts  III  and  IV. 
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Chart  3. — Method  foi,  adapting  vehicles  for  use  as  decontaminators  for 
personnel. 

3.  All  such  non-ambulatory  disaster  victims  will  have  to 
have  clothing  removed  and  placed  in  suitable  containers  and 
will  require  bathing  by  Medical  and  Hospital  personnel  before 
they  can  be  admitted  to  the  main  wards  and  rooms  in  the 
hospital  proper. 

4.  Clean  hospital  clothing  must  be  provided  for  the  disaster 
victims  as  they  leave  the  showers  in  the  decontamination 
truck. 

Fig.  6 — Truck  trailer  vans  eejuipped  for  undressing  of  con- 
taminated personnel,  a portable  shower  between  vans,  and  clean 
clothing  for  decontaminated  CBR  civilians.  . . 

and  detection  devices  must  be  provided  at  all 
medical  installations  as  well  as  in  the  field. 
Adequate  training  equipment  is  now  available 
to  states  from  OCDAI  to  permit  the  immediate 
instigation  of  this  much  needed  training  pro- 
gram. 

Adequate  tight  metal  containers  must  be  pro- 
vided for  contaminated  clothing  and  clean  re- 
placement clothing  must  be  available.  Decon- 
tamination teams  must  be  trained  and  attached 
to  medical  installations.  Suitable  decontamina- 
tion equipment  and  supplies  must  be  manu- 
factured and  widely  dispersed. 

There  is  great  need  for  some  new  form  of 
impregnated  clothing  that  will  adecpiately  pro- 
tect Civil  Defense  workers  and  medical  person- 
nel against  Chemical  Agents  of  all  types.  The 


older  forms  of  impregnated  clothing  were  highly 
irritating  to  the  skin  and  did  not  adequately 
protect  against  the  new  perisistent  liquid  nerve 
gases  (Fig.  8). 

Impermeable  clothing  developed  previously 
has  not  been  satisfactory  because  it  does  not  let 
perspiration  or  heat  out  and  makes  it  impossible 
for  the  wearer  to  work  for  more  than  very  short 
periods  of  time  in  hot  weather  while  wearing 
the  impermeable  suit  (Fig.  9).  The  Chemical 
Corps  is  said  to  be  working  on  a greatly  im- 
proved type  of  protective  clothing;  and  private 
industry  is  donating  thought  and  effort  to  de- 
veloping protective  garments.  For  example:  Alac- 
Donald-Bernier  Company,  Inc.,  of  Boston  10, 
Massachusetts,  has  just  recently  announced  — 
“An  outstanding  contribution  to  this  country’s 
preparedness  and  survival  program”  in  the  form 
of  a “Life  Pack  Fallout  Suit”  (Fig.  10)  to  be 
priced  initially  at  $18.95  each,  delivered  post- 
paid. This  suit  is  advertised  as  providing  com- 
plete cover  and  full  protection  from  fallout  dust 
coming  in  direct  contact  with  the  body  or  from 
breathing  it  into  the  lungs.  The  manufacturers  of 
the  filtration  material  in  this  suit  have  advised 
that  it  filters  down  to  3 microns,  and  lower  in 
some  instances  according  to  the  composition  of 
the  dust  material.  Furthermore,  an  attempt  has 
been  made  to  make  this  suit  more  comfortable 
and  wearable  for  a longer  period  of  time  by 
suspending  two  bags  of  CO2  and  moisture  ab- 
sorbent chemical  material  inside  each  suit. 
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Fijr.  7 — Special  weapons  defense  portable  sboner  lor  il.voii 
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Fig.  8 — Picture  of  the  older  form  of  Army  impregnated 
clothing  used  in  World  War  II.  (Picture  taken  from  rescinded 
Department  of  the  Amiy-TM  3-290-“Individual  Protective  and 
Detection  Equipment”). 


However,  as  Colonel  George  D.  Rieh,  Deputy 
Assistant  Director  of  CBR  Defense,  OCDM, 
Battle  Creek,  Michigan,  has  warned,  it  must  be 
remembered  that  this  type  of  impermeable  suit 
does  not  give  adequate  protection  against  gamma 
radiation  in  the  air.  Nevertheless,  some  type  of 
in(?.xpensive  impermeable  suit  designed  to  give 
protection  to  the  skin  and  respiratory  passages 


against  fallout  dust  and  against  chemical  and 
biological  warfare  agents  may  be  needed  by  Civil 
Defense  workers.  It  would  seem  that  the  Chem- 
ical Corps  and  private  industry  working  to- 
gether should  be  able  to  design  and  produce 
such  a suit  that  would  be  protective  and  wear- 
able for  a reasonable  length  of  time.  Providing 
adequate  protection  against  gamma  radiation 
will  be  a much  more  difficult  and  expensive 
problem  to  solve. 

Medical  personnel  must  be  trained  to  recog- 
nize and  to  treat  lesions  caused  by  vesicant  gases. 
Very  few  doctors  are  still  living  today  in  this 
country  who  have  ever  seen  or  treated  vesicant 
gas  casualties.  Likewise,  only  a very  limited 
number  of  physicians  have  ever  seen  or  had 
experience  in  the  recognition  and  in  the  heroic 
medical  measures  required  to  save  casualties 
from  either  nerve  gas  agents  at  chemical  warfare 
installations  or  those  persons  who  have  had  an 
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Fig.  9 — Picture  of  the  older  form  of  Army  Impermeable  Pro- 
tection Outfit  developed  about  the  close  of  or  just  after  World 
War  II.  (Picture  taken  from  rescinded  Department  of  the  Army- 
TM  3-290-Individual  Protective  and  Detection  Equipment). 
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Fig.  10  — “Life  Pack  Fallout  Suit”  Developed  by  MacDonald- 
Bernier  Co.  (An  Atomic  Radiation  Dust  Protection  Suit  with  420 
sq.  inches  of  air  filtration  in  the  suit  and  two  bags  of  C02  and 
moisture  absorbent  material  suspended  in  the  suit.  Manufacturer 
of  the  filtration  material  claims  that  it  filters  down  to  3 microns 
and  lower  in  some  instances  according  to  the  composition  of  the 
dust  material.) 

over-exposure  in  the  newer  nerve  gas-like  insecti- 
cides, such  as  parathion  and  malathion. 

The  technical  knoM'ledge  is  now  available  to 
save  the  lives  of  every  nerve  gas  casualty,  but 
there  are  momentous  and  at  the  present  time 
many  unsolved  technical  problems  involved.  For 
example,  a protective  mask  is  an  absolute  neces- 
sity if  one  is  to  survive  in  a contaminated  atmos- 
phere. At  present  there  are  far  too  few  heavy 
duty  CD  V-800  masks  or  respirators  available 
and  distributed  to  Civil  Defense  personnel.  Al- 
though there  is  a new  civilian  mask,  CD  V-805, 
that  has  been  developed  and  field  tested,  abso- 
lutely none  have  been  produced  for  distribution 
to  the  civil  population.  It  is  not  enough  to  have 
a mask  field  tested  and  molds  for  their  manu- 
facture placed  on  the  shelves  of  industrial  con- 
cerns. These  masks  must  be  manufactured,  wide- 
ly distributed,  and  properly  fitted.  The  people 
must  have  them  and  know  how  to  get  into  tlie 
respirators  properly  and  quickly.  As  of  uow,  the 
civilians  of  this  country  are  completely  without 
this  minimum  life-saving  protective  device  and 


would,  accordingly,  be  completely  vulnerable  to 
attack  by  any  enemy  using  chemical  warfare 
agents.  This  is  a most  intolerable  state  of  affairs 
and  must  be  remedied. 

Then  there  will  be  the  problem  of  the  avail- 
ability of  atropine  in  suitable  quantity  and  at 
the  proper  place  when  it  is  needed.  If  the  present 
Civil  Defense  emergency  supply  were  divided 
amongst  the  physicians  of  this  country,  there 
would  be  only  six  doses  per  physician.  This  is 
obviously  not  enough  to  treat  even  one  severely 
affected  nerve  gas  casualty.  Even  should  there 
be  a sufficient  quantity  of  atropine  at  the  proper 
location  where  it  would  be  needed,  there  would 
be  the  problem  of  distribution  to  adequately 
trained  and  suitably  masked  personnel  who  could 
administer  it  in  large  doses  by  intravenous, 
intraplural,  and  intracardiac  routes  within  two 
minutes  of  the  start  of  exposure. 

In  addition,  personnel  equipped  with  masks 
and  suitable  attachments  for  giving  mask-to- 
mask  direct  resuscitation  would  have  to  be  avail- 
able within  the  same  short  period  of  time.  No 
one  can  give  direct  mouth-to-mouth  artificial 
respiration  to  a nerve  gas  casualty  in  a contami- 
nated atmosphere  without  himself  becoming  a 
victim  of  the  same  lethal  chemical  agent. 

These  technical  problems  seem  pretty  nearly 
insurmountable  at  present.  It  would  appear  that 
much  more  research  should  be  directed  toward 
a further  development  of  drugs  with  an  oxime- 
like action  which,  perhaps,  could  be  taken  by 
mouth  before  or  immediately  after  an  attack 
with  nerve  gas  agents  and  would  neutralize  or 
greatly  decrease  their  lethal  effects. 

Even  more  remains  to  be  done  if  we  are  to 
have  an  adequate  defense  against  Biological 
M'arfare  agent  weapons.  Much  research  designed 
to  develop  early  detection  and  warning  devices 
for  agents  has  already  been  done;  and  as 
a result  a break-through  is  believed  to  ha\<'  b.v-  ■ 
made  in  this  field.  However,  to  date  no  sui-i 
early  detection  and  warning  tle\ice  has  Iv.  .-,; 
put  into  production  and  made  a\  ailable  te^  ’h 
Defense  agencies. 

Then  there  is  a need  for  earl\-  recoguil!  ai. 
identification  of  the  clinical  disease  pv.;...,,.,  ed 
In’  anv  one  or  combinatic'u  ol  llu'se  poiei-!  i.d 
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BW  agents.  Most  civilian  doctors  have  never 
seen  a clinical  case  of  such  diseases  as  cholera, 
anthrax,  bubonic  plague,  yellow  fever,  or  Venez- 
uelan equine  encephalomyelitis,  to  mention  just 
a few.  There  may  be  sickness  in  man  produced 
by  diseases  which  ordinarily  only  cause  disease 
in  animals.  Furthermore,  the  route  of  entrance 
into  the  body  will  probably  be  through  the 
lungs,  and  the  pulmonic  form  of  the  illness  may 
not  at  all  resemble  the  same  disease  acquired  by 
entrance  of  the  causative  agent  into  the  body 
through  the  skin  or  gastro-intestinal  tract.  Even 
more  serious  will  be  the  fact  that  some  of  the 
pulmonic  varieties  of  these  diseases  will  be 
much  more  contagious  to  persons  in  contact  with 
said  disease  than  would  be  the  usual  type  of 
these  same  illnesses  produced  by  the  same  causa- 
tive agents. 

The  flurosine  tagged  antibody  technique  has 
greatly  speeded  up  the  identification  of  many 
potential  BW  agents.  The  new  filter  techniques 
for  collection  and  rapid  incubation  have  also 
lessened  the  time  required  to  grow  out  many 
bacterial  agents  in  sufficient  numbers  to  permit 
their  earlier  identification  of  BW  agents;  and 
this  is  particularly  true  of  the  potential  viral 
agents.  Ideally,  one  should  be  able  to  detect  and 
identify  such  agents  before  they  can  produce 
actual  illness  in  the  subject  and  in  time  to  per- 
mit the  instigation  of  medical  treatment  devised 
to  prevent  the  development  of  clinical  symptoms 
and  disability. 

Vaccines  and  various  forms  of  active  immuni- 
zation against  many  of  these  BW  agents  would 
be  desirable.  Mass  immunization  programs  could 
greatly  reduce  the  number  of  BW  agents  which 
might  be  used  successfully  against  us,  but  there 
are  many  social,  religious,  and  practical  problems 
connected  with  their  instigation. 

There  will  be  the  same  need  for  protective 
masks,  impregnated  protective  clothing,  ade- 
quately trained  medical  and  paramedical  per- 
sonnel, litter  bearers,  ambulance  personnel,  and 
for  decontamination  procedures  such  as  those 
discussed  before  for  chemical  agents.  Provisions 
may  also  need  to  be  made  in  all  emergency  fa- 
cilities and  in  the  remaining  fixed  hospitals  for 
the  isolation  of  all  contagious  BW  casualties  and 
for  the  unprotected  contacts. 


Vast  quantities  of  antibiotics  of  various  types 
must  be  stockpiled.  Research  must  be  devoted 
to  ways  in  which  the  present  effective  life  of 
antibiotics  and  chemotherapeutic  agents  can  be 
substantially  prolonged. 


In  conclusion,  nothing  in  the  past  history  of 
wars  has  proven  more  disastrous  than  to  have  a 
good  defense  against  a certain  form  of  attack 
only  to  have  the  enemy  use  a type  of  offense 
against  which  no  defense  has  been  prepared.  A 
good  modern  example  of  this  could  be  our  over- 
whelming emphasis  on  defense  against  radio- 
logical attack  and  our  almost  complete  neglect 
of  preparation  for  defense  against  the  other  two 
equally  potent  forms  of  special  weapons  war- 
fare. A present  cloy  attack  against  us  with  wide- 
spread use  of  chemical  and  biological  agents 
would  find  us  completely  unprepared  and  could 
be  disastrous  to  our  national  survival. 

Colonel  William  L.  Leet,  MC,  USAR*,  called 
attention  this  summer  at  Camp  Drum,  New  York, 
to  a motto  of  his  Norwich  University  alma  mater: 
“The  liberties  of  Rome  were  secure  while  every 
citizen  was  also  a soldier.”  Your  speaker  believes 
that  our  motto  should  be:  “The  liberties  of  the 
United  States  will  be  secure  when  every  citizen 
is  cdso  on  adequately  trained  and  properly 
equipped  (with  civilian  gas  mask  and  home 
shelter)  Civil  Defense  worker.” 


“William  L.  Leet,  M.D.,  Internist,  Providence,  Rhode  Island. 
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ANNEX  I 

CHEMICAL  WARFARE  DEFENSE 
Civil  Defense  — State  of  Maine 
Revised  training  course  outline 

TIME:  18  Hours  (3  hours  per  lesson) 

1.  Special  Weapons  Defense  Problems: 

Atomic  warfare 
Biological  warfare 
Chemical  warfare 

Texts:  Army  FM  21-40*  (Chapter  I);  Army  FM 
21-41*  (Chapter  2);  FCDA  AG-11-1. 

Films:  ABC  Warfare  defense  — Ashore. 

Exhibit:  Protective  mask,  CD  V-800  and  CD 
V-860,  Chemical  Agent  Detector  Kit,  CD  V- 
810,  Atropine  syrettes. 

2.  Purpose  of  Chemical  Warfare. 

Historical  orientation 

Army  TM  8-285*  (1956  edition) 

FCDA  TB-11-25  Introduction  to  Chemical 
Warfare. 

Definitions 

FCDA  2B-11-26  General  concepts  of  Chemical 
Warfare. 

Requirements  and  classification  of  chemical 
warfare,  FCDA  — Chemical  Weapon  agents 
of  special  significance  to  Civil  Defense.  Army 
TM  8-285*  (1956  edition);  FCDA  TB-11-26; 
Army  FM  2-41*. 

Nerve  Gases:  Army  TM-8-285*  (1956  Edition); 

Army  FM  2-41*;  Army  FM  21-40*. 

Film:  Nerve  gas. 

3.  Blister  and  Other  Gases. 

Texts:  Army  TM  8-285*  (1956  Edition);  Army 
FM  21-40;  Army  FM  21-41*. 

Film: 

4.  Detection  and  Idientification  of  Chemical 

Agents. 

TB-11-29  Chemical  Agent  Detector  Kit,  CD 
V-810 

Tests:  Army  TM  3-215*  (1956  edition);  FCDA 
TB-11-29  (describes  Chemical  Agent  IDetector 
Kit,  CD  V-810);  Army  FC  21-40*;  Army  FM 
21-41*;  USPHS  “Methods  for  the  Identifica- 
tion of  Chemical  Warfare  Agents  in  Aqueous 
Carriers,”  Publication  No.  529. 

Demonstration  and  use  of  Detector  Kits  and 
similar  available  equipment:  CD  V-810 

Chemical  Agent  Detector  Kit,  M-lO-Al  Kit; 
Chemical  Agents  Analyzer,  AN-M2  V-902 
Water  testing  and  screening  kit;  AN-M3  V- 
903,  a food  testing  and  screening  kit. 

Film:  MN  7984-C.  Detection  of  contaminated 
areas. 

5.  Protection  Against  Chemical  Agents. 

TB-11-33,  Protective  Mask,  CD  V-800. 

Tests:  FC)DA  Technical  Buleltin  (to  be  issued); 
FCDA  TB  “First  Aid  for  War  Gas  Casualties”; 
FCDA  TM-11-8  (revised  edition);  Army  FM- 
21-40*  and  21-41*.  Demonstration  and  use  of 
protective  equipment  and  supplies;  mask, 
vesicant  ointment  (CD  V-820),  and  protective 
and  treatment  set  (CD  V-815))  etc. 

Films:  MN  7984-D,  Protective  Clothing.  MN 
7984-B,  Protective  Shelters.  Also  see  Army 
TM  3-420*  on  shelters. 

6.  Decontamination. 

Texts:  FCDA  TB-11-32,  War  Gas  Decontamina- 
tion; Army  TM  3-220*;  Army  FM  21-40*  and 
21-41*. 

7.  Summary  and  Review. 

Those  attending  the  course  should  demonstrate 
their  ability  to  use  detector  and  screening  kits, 
available  protective  equipment,  including  de- 
contamination procedures.  It  is  considered 
that  50  per  cent  of  the  training  time  will  be 
devoted  to  practical  training  and  demonstra- 
tions. 


Supplementary  to  the  above-mentioned  texts 
are  “Plans  for  Special  Weapons  Defense,  State 
of  Maine”;  “Sanitary  Engineering  Practices  in 
Civil  Defense  Disaster,”  USPHS,  Sanitary 
Engineering  Center  publications;  FCDA  Tech- 
nical Bulletins. 

December  6,  1957 
John  L.  Parsons 
Chief,  Chemical  Defense 
Maine  Civil  Defense  and 
Public  Safety  Agency 
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ABG-M6.  27  July  19.56.  (There  is  a Change  - 1.) 

TM  8-28.5;  Treatment  of  Chemical  Warfare  Casualties.  12  Dec. 
19.56. 

DAR  8-11:  Handbook  of  Atomic  Weapons  for  Medical  Officers. 
26  June  1955. 

★ ★ ★ 

ANNEX  II 
Part  A 

Civil  Defense  and  Public  Safety 
OUTLINE  OF  BASIC  COURSE  IN 
RADIOLOGICAL  DEFENSE  MONITORING 
TIME:  Six  hours,  (one  hour  per  lesson) 

WHO  TEACHES:  Anyone  having  completed  FCDA 
Instructor  Course  or  equivalent.  State  CD  Di- 
rector will  name  or  specify  approved  instruc- 
tors. 

WHO  STUDIES:  Local  CD  service  personnel,  local 
industry  personnel.  State  CD  staff.  Sector  or 
Area  Command  Post  Staff,  Local  Fire  and  Police 
Department  — Selected  personnel.  Health  and 
Welfare  Management  Services.  (All  personnel 
from  CD  and  Associated  Services) 

WHEN:  As  soon  as  instruments  are  delivered  to 
local  community  or  service  requesting  the  train- 
ing. Request  practice  exercise  kit  equipment 
from  State  CD. 

WHERE:  To  be  designated  by  sponsoring  author- 
ity. Naval  Reserve  Stations,  High  Schools,  Fire 
Stations,  Grange  Halls,  are  examples  of  avail- 
able locations. 

EDUCATION  REQUIRED:  High  School  or  equiva- 
lent. 

TRAINING  MATERIAL: 

Technical  Bulletins  of  FCDA. 

Training  films  when  available. 

State  Training  Kit  when  available  ,but  not 
necessary). 

INSTRUMENTS:  Practice  Exercise  Kit: 


5 — 0-200  mr.  dosimeters  (V-138) $ 50.00 

2 — Geiger  counters  (V-700)  120.00 

2 — Medium  Range  Survey  meters  (V-710)  100.00 

1 — High  Range  Beta  Gamma  Survey 

Meter  (optional)  (V-720) 100.00 

2 — 0-20  r.  dosimeters  (V-730)  20.00 

2 — 0-100  r.  dosimeters  (V-740)  20.00 

2 — Dosimeter  chargers  (V-750)  40.00 


12  — 0. 1-5.0  mr.  Colbalt  60  sources  in  lead 

container  with  long  tongs  for  handling*  150.00 

“Optional. 

Must  be  stiporvisod  by  (lualifivd  person.  Stall'  will  eontrol.  .Ml 
students  working  near  sonree  will  wear  \ -1.38  s or  eipiivalent. 
Exposure  during  training  must  be  reeoriled  by  student  ami  re- 
ported to  instructor.  Instructor  should  record  and  report  to  State 
if  over  .5  mr.  Exposure  during  training  should  be  limiteil  to  'UU) 
mr.  per  week. 
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COURSE  OUTLINE* 


TIME 


Lesson  1. 

Facts  about  Fall-out  (Film  strip). 

Emergency  Exposure  Policy.  (TB  11-1) 
Dosimeters.  Demonstrate  Use  and  Teach  Opera- 
tion. 

Lesson  2. 

Use  of  dosimeters  continued. 

Personal  protection  against  fall-out. 

Use  of  dosimeters  in  estimating  dose  rates. 
Practice  in  charging  and  reading  dosimeters. 
Expose  V-138’s  to  radiation  and  demonstrate 
inverse  law  and  dose  — Dose  rate  X times. 

Lesson  3. 

Use  of  V-710. 

Principles  (simple). 

Familiarization  — Scales,  switches,  battery 
check,  etc. 

Maintenance.  Change  batteries. 

Use  and  Practice. 

Lesson  4. 

Use  of  V-710.  Review. 

How  to  measure  dose  rate. 

Use  of  V-720.  How  to  estimate  dose  from  dose 
rate. 

Nature  of  radioactive  decay  of  fission  products. 
Lesson  5. 

Use  of  Geiger  Counter  Instrument  V-700. 

Meaning  and  danger  of  radioactive  contamina- 
tion. 

Food  and  water  test  for  emergency  consumption. 
Methods  of  decontamination. 

Lesson  6. 

Review.  Examination.  Students  should  demon- 
strate their  ability  to  use  instrument  and  to 
make  measurements  in  the  presence  of  real 
radioactivity. 

Check  sample  of  water  for  radioactivity. 

* For  beginners  in  Radiological  Monitoring. 

Foot  note:  This  course  has  now  been  expanded  to  ten  hours, 
and  "Instructor’s  Guide,  Radiological  Instrument  Operation”  (for 
Interim  Use  Only),  United  States  Civil  Refense,  Federal  Civil 
Defense  Administration,  November  19.57  (reprinted  Airril,  19.58) 
(Interim  Instructor’s  Guide  No.  2)  is  used  as  the  text. 


2;00  - 3:00  P.M. 
3:00-  3:15  P.M. 
3:15-  4:45  P.M. 

5:00  - 6:30  P.M. 
7:00  - 9:00  P.M. 


8:00  - 8:20  A.M. 
8:20  - 10:15  A.M. 

10:15  - 10:30  A.M. 
10:30  - 12:00  A.M. 

12:00-  1:15  P.M. 
1:15  - 2:45  P.M. 

2:45  - 3:30  P.M. 

3:30  - 5:00  P.M. 

5:00  - 6:30  P.M. 
7:00  - 9:00  P.M. 


8:00  - 8:20  A.M. 
8:20  - 10:00  A.M. 

10:00  - 10:15  A.M. 
10:15  - 12:00  A.M. 

12:00  - 1:15  P.M. 
1:15-  2:15  P.M. 

2:15-  3:15  P.M. 

3:15-  3:30  P.M. 
3:30  - 4:30  P.M. 

5:00  - 6:30  P.M. 
7:00  - 9:00  P.M. 


ANNEX  II 
Part  B 


8:00  - 8:20  A.M. 
8:20  - 9:20  A.M. 

9:20  - 10:20  A.M. 
10:20  - 10:35  A.M. 
10:35  - 11:00  A.M. 


OUTLINE  OF  ADVANCED  COURSE 
IN  RADIOLOGICAL  DEFENSE 
SCHEDULE  OF  RADIOLOGICAL 
INSTRUCTORS  COURSE 
UNIVERSITY  OF  MAINE 


TIME 


Sunday 

SUBJECT 


11:00  12:00  A.M. 
12:00-  1:15  P.M. 
1:15-  2:00  P.M. 
2:00  - 3:30  P.M. 
3:30  - 3:45  P.M. 
3:45  - 5:30  P.M. 
5:30  - 6:30  P.M. 
7:00  - 9:00  P.M. 


7:00  - 9:00  P.M.  Registration  in  Library 


8:30  - 9:00  A.M. 
9:00  - 10:20  A.M. 

10:20  - 10:30  A.M. 
10:30  - 12:00  A.M. 

12:00-  1:15  P.M. 
1:15  - 2:00  P.M. 


Monday 

Introduction  and  Orientation 
Physical  Aspects  of  Nuclear 
Weapons 
Break 

Basic  Concepts  of  Nuclear 
Science 
LUNCH 

Chemical  and  Biological 
Warfare 


8:00  - 10:00  A.M. 
10:00  - 10:15  A.M. 
10:15  - 11:00  A.M. 
11:00  - 12:00  A.M. 
12:00-  1:15  P.M. 
1:15-  2:30  P.M. 

2:30  - 2:45  P.M. 
2:45  - 3:30  P.M. 
3:30  - 4:00  P.M. 


SUBJECT 

Mass  Psychology  and  Behavior 
Break 

Principles  and  Types  of  Radi- 
ation Measuring  Devices 
DINNER 
Problems 


Tuesday 

Report  on  Assigned  Problems 
Operation  and  use  of  Dosime- 
meter  and  Survey  Meter 
Break 

Interaction  of  Radiation  with 
Matter 
LUNCH 

Dose  and  Dose  Rate 
Calculation 
Mechanics  of  Fallout 
Dispersion 

Plotting  Fallout  Using 
Weather  Bureau  Data 
DINNER 
Problems 


Wednesday 

Report  on  Problems 
Biomedical  Aspects  of 
Radiation 
Break 

Evaluation  and  Control  of 
Radiation  Hazards 
LUNCH 

Care  and  Maintenance  of 
Radiological  Instruments 
Allowable  Emergency 
Exposure 
Break 

Radiological  Monitoring 
Techniques 
DINNER 
Problems 


Thursday 

Report  on  Problems 
Principles  of  Decontamination 
Demonstration  and  Exercise 
Source  Handling  Techniques 
Break 

Comparison  of  V-700,  V-710 
and  V-720 

Instrument  Familiarization 
LUNCH 

F.C.D.A.  Instrument  Program 
Calibration  of  CD  V-700 
Break 

Radiation  Protection  Methods 
DINNER 

Optional:  Radiological  Defense 
Demonstration  of  State  Staff 
College 


Friday 

Methods  of  Instruction 
Break 

Examination 
Area  Survey 
LUNCH 

Calibration  of  Ion  Chamber 
Instruments  V-710 
Break 

“Operation  Prospect” 
Graduation 
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Emergency  Health  Service  Concept 

Robert  L.  Smith,  M.D. 


An  old  maxim  instructs  us  “to  do  the  wisest  thing  if  you  know  what  it  is,  but 
anyway  do  something  — the  wisest  thing  you  know.”  If  the  cynics  will  direct 
their  attention  to  the  operational  survival  plans  of  their  States  and  local  com- 
munities and  participate  within  the  organizations  the  plans  provide,  they  can 
make  significant  contributions  to  the  ivelfare  of  the  country.  I know  they  will 
meet  a very  large  group  of  dedicated  people,  who  are  devoting  their  full  effort 
in  doing  the  best  they  can  — the  wisest  things  they  know  — to  prepare  their 
communities  and  their  country  to  survive  and  recover  if  disaster  strikes. 


IN  A WORLD  where  international  discussion 
is  on  the  level  of  hydrogen  bombs,  it  is  impor- 
tant that  we  locus  attention  upon  our  commun- 
ity health  services  and  personal  survival.  The 
only  absolute  protection  we  have  against  mod- 
ern warfare  is  to  prevent  its  occurrence.  We 
are  all  familiar  with  the  efforts  of  our  country 
in  this  respect  and,  through  educational  pro- 
cesses and  international  organizational  activi- 
ties, we  fervently  pray  that  we  will  never  have 
to  face  up  to  the  stark  horror  of  an  attack  upon 
this  nation. 

However,  as  long  as  there  exists  in  the  world 
a political,  economic,  and  social  system  that  is 
dedicated  to  destroying  our  way  of  life,  we  must 
devote  considerable  time  and  resources  to  ensure 
our  people  a capability  of  surviving  disaster 
should  it  occur.  That  you  are  gathered  here 
today,  and  similar  groups  are  meeting  regularly 
at  the  National,  State,  and  local  levels,  signifies 
appreciation  of  this  need.  Rut,  the  fact  that 
this  need  exists  and  we  appreciate  it  is  not 
enough.  We  must  do  something  about  it  and, 
as  you  might  expect,  it  is  in  this  area  that  much 
of  the  controversy  about  civil  defense  is  cen- 
tered . 


Presented  ;it  the  Ninth  U.  S.  Civil  Defense  Council  Conference, 
Minneapolis,  Minnesota,  September  31,  1960. 

Deputy  Chief,  Division  of  Health  Mohilization,  Office  of  the 
Surgeon  General,  Public  Health  Service,  DIIEW,  Washington  25, 
D C. 


With  your  permission,  I would  like  to  dis- 
cuss some  of  the  things  we,  as  individuals  and  as 
community  representatives,  must  consider  if  we 
are  to  “get  something  done”  in  health  mobiliza- 
tion. 

The  National  Plan  for  Civil  Defense  and  De- 
fense Mobilization,  promulgated  by  the  Presi- 
dent in  October,  1958,  defines  the  mission  of 
non-military  defense  as  an  integral  part  of  the 
total  defense  of  the  nation.  This  mission  in- 
cludes : 

1.  Protection  of  life  and  property  by  prepar- 
ing for  and  by  carrying  out  non-military  func- 
tions to  prevent,  minimize,  repair,  and  recover 
from  injury  and  damages;  and 

2.  Mobilization  and  management  of  resources 
and  production. 

Much  has  been  done  by  States  and  their  le.u.; 
jurisdictions  toward  accomplishment  of  the'  i".;! 
part  of  this  two-fold  non-military  defensf'  nis- 
sion.  The  States,  with  encouragement,  guul.ne  ■ 
and  assistance  from  the  Office  of  Ci\  il  :i  i ■ 
fensc  Mobilization,  have  iircparcd  and  : 

ed  comprchcnsi\c  oiicralioiuil  sur\  i\  al  |ii  ■ic.. 
The  Operational  Sur\i\al  i’lan  dc\ei(>i)cc  P-\ 
State  of  Minnesota  is  an  outstanding  . vaiupl; 
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of  these  State  emergency  plans. 

Similar  operational  survival  and  disaster  plans 
have  been  prepared  by  the  separate  counties 
and  communities  in  many  states.  These  treat 
in  detail  what  is  to  be  done  to  accomplish  or- 
ganization of  local  governments  and  people  in 
the  provision  of  essential  community  services 
and  disaster  relief  to  the  population.  They  in- 
clude plans  for  providing  emergency  health  and 
medical  care,  welfare  services,  fire  and  rescue 
services,  law  enforcement,  traffic  control,  radio- 
logical defense,  public  information,  emergency 
communications,  transportation,  and  other  vital 
services  that  will  be  required  to  protect  life  and 
property  in  a disaster. 

In  addition,  these  State  and  local  plans  make 
comprehensive  preparation  for  the  control  of 
goods  and  services  and  effectively  direct  their 
distribution  and  use  during  an  emergency.  They 
provide  for  systems  by  which  rationing  of  food, 
fuels,  clothing,  and  other  necessities  can  be  ac- 
complished and  the  problems  of  continued  opera- 
tion of  essential  industry  and  business,  use  of 
money  and  credit,  and  restoration  of  essential 
services  are  considered. 

All  of  these  civil  defense  activities  bear  di- 
rectly upon  our  health  program  operation.  The 
plan  tells  us  how  to  group  these  seemingly  un- 
related activities  together  in  such  a way  that 
they  will  function  in  unison,  under  control,  to 
produce  a desired  result  — surviv.al  of  the  com- 
munity. 

It  has  been  proved  under  all  conditions  of 
war  and  peace  that  people  succeed  best  who 
form  definite  ideas  of  what  they  are  going  to 
do  before  they  start  to  do  it.  Without  a plan, 
we  drift  into  situations  and  find  ourselves  at 
the  mercy  of  circumstances.  To  “get  something 
done”  in  civil  defense,  we  must  have  an  emer- 
gency operations  survival  plan  which  sets  up  an 
organization.  Available  health  personnel  are  fit- 
ted within  this  organization  in  such  a way  as 
to  utilize  to  the  maximum  their  particular  skills. 

Training  must  then  be  provided  to  increase 
and  extend  the  technical  skills  of  assigned  per- 
sonnel and  to  teach  them  to  operate  in  a co- 
ordinated manner. 


Another  ingredient  we  need  to  ‘Take  the 
cake,”  is  to  “build  in”  civil  defense.  It  is  only 
through  this  device  that  we  can  accomplish  a 
civilian  force-in-being  mission  — oriented  to 
disaster  operations. 

With  these  basic  things  in  mind,  let  us  look 
at  some  of  the  principles  that  must  be  con- 
sidered in  the  provision  of  community  health 
services  in  an  emergency. 

The  primary  mission  of  emergency  health 
services  is  to: 

Minimize  the  effects  of  natural  or  made-made 
disaster,  through  such  measures  as  mass  cas- 
ualty care,  emergency  preventive  health  meas- 
ures, and  rehabilitation; 

Maintain  the  non-casualty  population  in  a state 
of  good  health;  and 

Restore  essential  community  health  services 
in  order  that  the  country  can  recover  as  quickly 
and  effectively  as  possible. 

We  at  the  National  level  must  establish  an 
Emergency  Organization  patterned  after  the  ac- 
tivities in  states  in  order  to  offer  the  greatest 
possible  assistance  when  it  is  most  needed.  It 
is  anticipated  that  the  physicians  throughout  the 
country  will  be  drawn  into  existing  community 
hospitals  and  emergency  civil  defense  hospitals 
in  the  immediate  post-attack  period,  and  that 
they  will  have  to  provide  leadership  for  both 
medical  care  and  preventive  health  services.  Ac- 
cordingly, we  are  developing  a Bureau  of  Health 
Operations  within  the  National  Emergency 
Health  Structure  which  brings  together  these 
two  activities  along  with  the  necessary  suppor- 
tive laboratory  activities. 

The  major  problems  that  will  make  the  pro- 
vision of  health  services  in  case  of  enemy  at- 
tack so  difficult  include: 

The  marked  disparity  that  will  exist  between 
the  resources  that  remain  after  attack  and  the 
requirements  for  these  resources  in  casualty  and 
non-casualty  care;  and 

The  radiation  fallout  that  may  interdict 
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prompt  response  and  rescue  as  well  as  create 
additional  casualties.  Food  and  water  may  be 
contaminated  and  essential  services  such  as  heat, 
water,  food,  and  medical  care  may  be  denied 
for  extended  periods  of  time. 

At  the  National  level,  we  see  it  necessary  to 
establish  three  bureaus  to  assist  the  State  and 
local  communities  in  these  major  problem  areas. 
The  Bureau  of  Health  Manpower  is  concerned 
with  development  of  pre-attack  mobilization 
readiness,  including  training.  Post-attack  the  Bur- 
eau will  concentrate  on  the  highest  possible 
utilization  of  skills,  and  public  information  pro- 
grams directed  toward  fallout  protection  and 
self-help  measure.  A Bureau  of  Health  Ma- 
terial will  exert  every  effort  pre-attack  to  stock- 
pile health  material  and  to  arrange  for  post- 
attack distribution  both  from  the  stockpile  which 
we  are  making  as  accessible  to  you  as  possible 
and  from  industry  which  manufactures  needed 
health  material.  A Bureau  of  Water  Supply  has 
been  established  to  ensure  the  availability  of 
safe  water  for  all  uses.  Individuals  with  spe- 
cial competencies  have,  of  course,  been  brought 
together  in  the  Division  of  Food  and  Drugs,  in 
the  Bureau  of  Health  Operations. 

Additional  Post-attack  Problems  that  must  be 
considered  are  the  increases  in  morbidity  and 
mortality  that  will  result  from: 

Destruction  of  water  systems; 

Destruction  of  sewerage  systems; 

Loss  of  essential  health  services; 

Lack  of  shelter,  clothing,  fuel; 

Increased  insects  and  rodents; 

Overcrowding  and  inadequate  food;  and 

Psychological  disturbances. 

The  use  of  Biological  and  Chemical  warfare 
agents  will  pose  additional  problems. 

Both  may  be  used  pre-  and  post-attack  or  con- 
commitant  with  thermonuclear  weapons; 

Both  can  be  used  in  either  a covert  or  overt 
manner; 

Both  agents  are  effective  and  are  difficult  to 
recognize  and  counteract. 

Although  it  is  common  to  group  these  two 


agents  together,  the  only  real  similarity  be- 
tween chemical  and  biological  warfare  is  in  the 
method  of  dissemination.  The  most  likely  use 
of  either  would  be  with  various  devices  capable 
of  producing  large  numbers  of  very  small  air- 
borne particles  or  aerosols. 

The  primary  site  of  entry  of  these  particles 
into  the  body  is  through  the  respiratory  tract 
or,  in  the  case  of  certain  chemical  agents, 
through  the  skin. 

Most  people  believe  chemical  warfare  agents 
stand  behind  nuclear  and  biological  weapons 
as  to  likely  choice  by  the  enemy  for  use  against 
cities  of  the  United  States.  However,  to  give 
you  an  idea  of  the  effectiveness  of  the  agent, 
we  know  that  something  approaching  the  min- 
imum payload  of  an  average  missile  can  easily 
support  the  dissemination  of  the  chemical  over 
an  area  with  a one-mile  radius.  The  distribu- 
tion of  the  agent  within  such  a circle  will  not 
be  uniform,  but  it  will  be  sufficient  to  ensure 
that  about  30  per  cent  of  the  persons  within 
that  area  will  be  casualties  within  60  seconds! 

The  lag-time  between  the  time  of  use  of  a 
nuclear  weapon  and  the  time  its  effect  is  mani- 
fest is  measured  in  micro-seconds,  and  with 
chemical  weapons  in  seconds  or  minutes.  In  the 
case  of  biological  agents,  however,  the  lag-time 
must  be  measured  in  hours,  days,  or  weeks. 

These  are  versatile  weapons  that  pose  signif- 
icant problems  in  health  mobilization  planning. 

With  this  brief  look  at  the  mission  of  emer- 
gency health  services  and  some  of  the  major 
problems  we  will  face  in  an  allout  attack  upon 
this  country,  let  us  review  some  of  the  elements 
of  emergency  planning. 

The  Basic  Elements  of  the  Medical  Plan  must 
include  measures  to: 

Minimize  the  number  of  casualties  that  will 
result  from  the  attack,  including  shelter,  tnac-u 
ation,  stockpiling,  special  weapon  defense,  iVub- 
lic  information,  training,  and  many  others; 

Develop  capability  to  proxidc  mass  iasualt\- 
care,  including  education  of  the  popuhu  f in  first 
aid  and  self-care;  organization  of  ('mf'igi  n.  y 
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health  services;  stockpiling  of  resources  and 
training; 

Develop  capability  of  the  community  to  or- 
ganize and  institute  efficient  emergency  health 
services  including  re-establishment  of  preven- 
tive health  controls,  welfare  and  essential  serv- 
ices; 

Develop  mutual  assistance  plans  with  adja- 
cent areas  despite  local  or  State  boundaries  in 
order  that  the  most  efficient  management  of 
available  health  resources  can  be  realized. 

In  developing  or  evaluating  the  community 
Medical  Plan,  one  must  consider; 

Basic  assumptions  and  estimates: 

Possible  courses  of  action; 

The  designation  of  responsibilities  and  actions 
of  specified  individuals; 

The  designation  of  alternates  to  key  positions. 

Certain  assumptions  are  basic  and  are  con- 
tained in  the  National  Plan,  its  Annexes,  the 
State  Plan,  and  its  Annexes.  From  time  to  time, 
new  assumptions  are  necessary  which  require 
revision  of  plans  and  operation.  Let  us  con- 
sider some  of  the  fundamental  assumptions: 

Disparity  between  available  resources  and  the 
requirements  for  those  resources  is  the  most 
controlling  assumption  we  must  deal  with.  This 
deficiency  of  resources  requires  such  measures 
as  self-help;  expanded  responsibilities  for  health 
personnel;  improvisation  of  facilities,  supplies, 
and  equipment;  stockpiling;  triage;  standardized 
treatment  procedures;  and  many  others. 

We  must  assume  prior  training  is  essential  to 
implementing  any  emergency  plan.  This  training 
must  be  organizationally  and  operationally  orien- 
ted if  if  is  to  be  effective. 

Communication  will  be  limited  or  not  avail- 
able. The  loss  of  this  essential  service  requires 
that  all  personnel  have  a thorough  knowledge 
of  the  total  plan  and  their  specific  job  in  order 
that  operations  will  remain  coordinated. 

There  will  be  widespread  destruction  or  denial 
of  hospital  and  medical  facilities.  Emergency 
hospital  units  must  be  stockpiled  in  non-target 


areas;  treatment  facilities  must  be  improvised; 
and,  reliance  must  be  placed  on  self-  or  neigh- 
bor-care. 

It  must  be  assumed  that  due  to  fallout  most 
communities  will  experience  a delay  of  days 
or  weeks  before  organized  medical  care  can  be 
instituted.  This,  again,  emphasizes  the  impor- 
tance of  self-  and  neighbor-care;  personal  stock- 
piles of  food,  water,  and  medical  survival  items; 
and  training  of  the  general  population  in  per- 
sonal survival. 

It  must  be  assumed  that  biological  and  chem- 
ical warfare  agents  will  be  used.  Every  effort 
must  be  made  to  supply  protective  measures 
against  these  agents  as  they  become  available. 
Training  in  self  protection,  decontamination,  and 
treatment  is  essential. 

Within  the  frame  of  reference  of  these  assump- 
tions, the  Health  Operations  Plan  must  provide 
for  and  describe  in  some  detail  the  situation 
for  which  it  is  developed  and  the  support  and 
resources  that  are  available  to  implement  the 
plan. 

It  should  designate  who  is  responsible  for  ac- 
tivating the  plan;  how  key  personnel  are  to  be 
notified;  where  control  points  are  located;  and 
the  specific  actions  that  are  to  be  taken  initially. 

Special  professional  instructions  covering  or- 
ganization of  sub  units,  treatment  procedures, 
use  of  medical  and  health  supplies  and  equip- 
ment, and  specific  activities  in  respect  to  time 
and  space  must  be  provided. 

The  community’s  plans  must  provide  guide- 
lines for  evacuation,  fire  and  rescue,  radiation 
monitoring,  special  measures  for  CW  and  BW, 
preventive  medicine,  emergency  sanitation,  mor- 
tuary services,  registration  and  the  specific  ways 
and  means  to  be  used  to  test  the  feasibility  of 
these  measures. 

In  addition,  the  measures  that  are  to  be  used 
to  preserve  or  restore  communications,  supplies, 
and  essential  records  must  be  described  in  de- 
tail. Finally,  the  methods  to  be  used  in  pro- 
viding the  essential  training  to  all  personnel 
necessary  to  ensure  successful  operations  in  the 
event  of  disaster  should  be  included  in  the  plan. 
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It  is  basic  to  any  planning  that  we  be  guided 
by  the  principles  of: 

Simplicity; 

Flexibility; 

Wide  Distribution;  and 

Frequent  Rehearsal. 

The  problems  of  getting  widespread  partici- 
pation and  sustained  enthusiasm  is  difficult  in 
this  field.  However,  if  we  have  clear  cut  plans, 
utilize  units  already  in-being  and  prescribe  pro- 
cedures which  are  simple,  flexible,  and  widely 
known,  all  we  need  is  practice  and  rehearsal  to 
make  the  transition  from  a paper  plan  to  opera- 
tional capability. 

To  ensure  that  our  efforts  following  attack  on 
our  nation  will  be  as  effective  as  possible  in 
assistance  to  the  States,  we  have  established 
at  the  national  level  a General  Planning  Staff  to: 
1)  advise  the  Chief  of  Emergency  Health  Serv- 
ice on  appropriate  steps  to  take  during  an  emer- 
gency. That  is,  priorities  based  on  the  best  known 
intelligence  — and,  2)  when  efforts  should  be 
directed  to  the  return  to  normal. 

In  the  actual  situation,  we  must  be  prepared 
to  find  that  the  ideal  operation  we  have  planned, 
rehearsed,  and  practiced  is  impossible,  either  in 
part  or  as  a whole.  Multiple  attacks  upon  the 
country  may  necessitate  reversion  to  a primi- 
tive situation  after  we  have  established  organ- 
ized health  services.  Radiation  fallout  may  not 
follow  our  assumptions  either  in  direction  or 
extent.  In  spite  of  the  best  planning  and  train- 
ing, panic  among  key  personnel  may  require  ex- 
tensive changes  in  our  plan  of  operation.  Fin- 
ally, the  unexpected  loss  of  utilities,  problems 
of  sanitation  and  restoration  of  services  may 
frustrate  or  delay  the  implementation  of  organ- 
ized health  services. 

In  spite  of  all  these  unplanned  for  possibili- 
ties, the  community  that  has  a plan,  and  has 
taken  the  necessary  steps  to  develop  a capability 
of  implementing  the  plan,  will  find  itself  well 
prepared  to  adjust  to  varying  conditions.  Plan- 
ning prepares  us  to  make  a wise  alliance  with 
circumstances. 

IN  SUMMARY 

The  steps  necessary  to  “get  something  done” 
in  health  mobilization  will  be  essentially  the 


same,  regardless  of  the  causative  factors  of  the 
disease  and  the  actual  situation  that  results.  The 
successful  operation  of  an  emergency  health 
service  program  depends  upon: 

Aggressive  leadership; 

Efficient  use  of  available  supplies,  equipment, 
and  facilities; 

Intensive  training,  operational  practice  and 
rehearsal; 

A civilian  force-in-being,  mission  oriented; 

A response  to  certain  basic  requirements  such 
as  provision  of  shelter,  stockpiling  essential  sup- 
plies, and  knowledge  of  survival  principles;  and 
a sound  plan  of  operation  including  the  appro- 
priate organizational  structure. 

As  we  see  it  from  the  national  perspective, 
the  organization  which  would  be  most  useful  in 
assisting  you  is  the  Eederal  Emergency  Health 
Service.  In  this  organization  the  General  Plan- 
ning Staff  is  located  so  as  to  assist  the  director 
as  needed;  the  Bureau  of  Health  Manpowef  is 
constituted  to  help  train  and  utilize  personnel; 
the  Bureau  of  Material  is  designed  to  determine 
requirements,  claim  needed  supplies,  and  get 
them  to  you;  the  Bureau  of  Water  Supply  claims 
and  allocates  water  needed;  and  the  Bureau  of 
Health  Operations  is  concerned  with  medical 
care,  preventive  services  and  the  supporting 
laboratory  services. 

The  road  to  operational  capability  and  “get- 
ting something  done”  is  long,  rough,  and  fraught 
with  many  discouraging  setbacks.  We  need 
constant  assurance,  motivation,  and  stimulation. 
The  newcomer  to  the  field  usually  starts  out 
with  marked  enthusiasm  only  to  become  dis- 
couraged at  how  difficult  it  is  to  get  support, 
to  demonstrate  measurable  progress,  and  to  find 
something  tangible  enougli  tliat  he  can  get  his 
hands  on  it. 

In  civil  defense,  we  must  do  more  than  bring 
forth  ideas.  We  must  plan  how  to  make  the 
ideas  effective  and,  more  important,  how  to  push 
the  plans  througli  to  successful  comiilctiou.  I'his 
recpiircs  steady  sustaim'd  effort  on  the  jiart  ot 
the  entire  communit\’. 

There  is  a tcndcnc\-  to  look  lor  an  ('asy  v a\ 
to  bypass  all  the  difficult,  di'tailc'd  work  that  is 
necessary  to  dcxclop  a rc'al  ci\il  cfi'lc'usc  eaiia- 
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bility.  Ella  Wheeler  Wilcox  described  this  in 
one  of  her  poems;  “The  fault  of  the  age  is  a 
mad  endeavor  to  leap  to  heights  that  were  made 
to  climb.” 

In  health  mobilization  we  must  base  our  oper- 
ational plans  upon  the  resources  that  are  actually 
available  rather  than  wistfully  planning  what 
we  would  like  to  have  to  do  the  job  in  an  ideal 
manner.  By  basing  the  plan  upon  what  is  ac- 
tually on  hand,  we  have  the  capability  to  go 
into  operation  immediately  if  necessary.  In  the 
meantime,  we  can  persist  in  our  efforts  to  in- 
crease our  capability  by  adding  to  our  resources. 

Choosing  the  facts  upon  which  to  base  our 
plans  is  not  a matter  of  pecking  like  a chicken 
in  a barnyard,  finding  a fact  here  and  there. 
We  must  be  selective,  and,  when  we  look  be- 
yond the  official  guidelines  provided  by  OCDM 
and  our  State  Civil  Defense  Office,  we  must  be 
careful  to  isolate  what  is  essential  and  reliable 
from  the  opinion  and  fancy  in  which  they  may 
be  embedded. 

In  closing,  I would  like  to  say  a few  words 
about  some  of  the  cynics  — many,  unfortunately, 
in  positions  of  authority  — who  claim  there  is 
nothing  that  can  be  done  in  civil  defense.  It 
seems  to  me  ever  since  the  Russians  sent  up 


a few  rockets,  we  have  had  a field  day  in  this 
country  finding  fault  with  ourselves.  And,  the 
popularity  of  the  “Doubting  Thomas  Critic”  indi- 
cates it  is  more  fashionable  to  ask  penetrating 
questions  than  to  make  practical  suggestions. 

Many  people  who  are  destructively  criticizing 
civil  defense  efforts  are  quite  honest  but  have 
not  taken  the  trouble  to  learn  the  facts.  Others 
are  simply  trying  to  prop  up  a pet  project  with 
a cobweb  of  ill  conceived  words.  A few  just 
love  a well-turned  insult  for  its  own  sake  and 
it  makes  little  difference  to  them  at  whom  or 
what  it  is  projected. 

Regardless  of  what  motivates  these  people, 
their  irresponsible  criticism  has  seriously  hamp- 
ered efforts  to  develop  this  country’s  capability 
for  non-military  defense.  What  is  even  more 
important,  the  degree  of  capability  that  has  been 
achieved,  will  not  serve  as  effectively  as  it 
should  in  deterring  attack  upon  this  country. 

The  combination  of  strong  military  offensive 
power  and  non-military  defensive  capability  pro- 
vides a new  high  deterrence  index  to  war.  And, 
in  assessing  this  index,  as  General  Powers  points 
out,  it’s  much  more  important  what  the  poten- 
tial enemy  thinks  we  can  do  than  what  we 
think  ourselves. 


W.  B.  SAUNDERS  COMPANY  features  the  following  recent  books  in  their 
full  page  advertisement  appearing  elsewhere  in  this  issue: 

DRIPPS,  ECKENHOFE  AND  VANDAM  - INTRODUCTION  TO  ANES- 
THESIA — An  ideal  basic  guide  to  the  understanding  and  safe  administration 
of  anesthesia. 

CORDAY  AND  IRVING  - DISTURBANCES  OF  HEART  RATE,  RHYTHM 
AND  CONDUCTION  — Covers  management  of  all  the  cardiac  arrhythmias 
and  conduction  defects. 
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WIN-CODIN’Tablets 


LABORATORIES 
New  York  18,  N.  Y. 


New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine®  10  mg.— to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)  — to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.— an  antihistamine  to  shrink 

engorged  membranes  and  lessen  rhinorrhea 

Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 

infectionst 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  1/2  to  1 tablet  tliree  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

•Trademark  tFor  persons  with  vitamin  C deficiency 

Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  d egree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 

Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  P.  O.  Box  2184,  Fullerton,  Cal. 
Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  v 

DR 

ADDRESS 

Cljy ,’ONI'  S’Mi 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Rihoflavm 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.  S.  P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

'Theragran'*  is  a Squibb  trademark 
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^ ^nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^ 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  ‘‘Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.”^  2.  Kampmeier,  R.  H.:  Am.  J.Med.  25:662  (Nov.)  1958. 

arthritis  “it  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy 


”3 


3.  Fernandez-Herlihy,  L:  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

n pcpaTrlT  Sebrell.  W.  H.:  Am.  J,  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57, 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult. 6.  Overholser,  W.,  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.^  7.  Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct,  7 and  8,  1960.  Reported  In:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.*  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.’’*’ 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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SUCCESSFUL  FAMILY 
PLANNING,.. BASED  ON 
YOUR  COUNSEL  AND 


LANESTA  GEL 


As  a physician,  you  play  an  essential  role  in  the  happiness  and  well-being  of  the  family.  At  all  times— 
when  the  young  couple  is  first  married,  as  the  children  arrive,  and  even  after  the  family  is  complete  — 
your  counsel,  including  your  recommendations  for  the  use  of  Lanesta  Gel,  is  of  major  importance. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
effects  speedier  spermicidal  action  because  it  diffuses  rapidly  into  the  seminal  clot.  In  fact,  the  mean 
diffusion  spermicidal  time  of  Lanesta  Gel  is  three  to  seven  times  faster  than  the  mean  diffusion  times 
of  ten  leading,  commercially  available  contraceptive  creams,  gels,  or  fellies,  according  to  Gamble  (“Sperm- 
icidal Times  of  Commercial  Contraceptive  Materials  — 1959”).* 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated. 

^Gamble,  C.  J.:  Am.  Pract.  & Digest  Treat.  11 :852  (Oct.)  1960.  See  also  Berberian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A. 
168:2257  (Dec.  27)  1958;  Olson,  H.  J.;  Wolf,  L.;  Behne,  D.;  Ungerleider,  J.,  and  Tyler,  E.  T.:  California  Med.  94:292 
(May)  1961;  Kaufman,  S.A.:  Obst.  &Gynec.  15,401  (Mar.)  1960;  Warner,  M.P.:J. Am.  M.  Women’s  A.  14:412  (May)  1959. 

A PRODUCT  OF  LANTEEN<®  RESEARCH Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 


■ relieve  sneezing,  runny  nose 
• ease  aches  and  pains 
■ lift  depressed  feelings 
■ reduce  fever,  chills 


Far  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  J. 


cap- 

fbranil  §f 

uUalaKtlh4f. . . $.JS  Sm. 

' pAttittu 0.?J  6m. 

' ttffilM 30  mi. 

nHhamfiutmmlM  hg^lniBarldi 1.35  mi. 

dl^rblc  acIO 50  mg. 


available  on  prescription  only 


i 


i 


because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enough 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheuma- 
toid symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the  joint  is  only  part  of  a whole 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  the 
symptom  may  also  be  bad  for  the  patient. 


Unsurpassed  "‘General  Purpose'' and  “Special  Purpose"  Corticosteroid,. . 

Outstanding  for  Short-  and  Long-term  Therapy 


W 

Triamcinolone  Lederle 


(Knee  Joint,  Left : distal  end  of  femur;  Right:  proximal  end  of  tibia) 


lRISTOCORT  is  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is  increased 
ppetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
listurbance  and  insomnia. 

lRISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  i dcma  — 
without  the  undesirable  psychic  stimulation  and  voracious  appetite. 

upplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  complete  information  on  indicntioiu- 
osage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  New  York 

Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 


is  beautiful,  heated  swimming;  pool  big;hlit^hts 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
volley  ball,  pmg  pong,  shuffleboard  and  badminton, 

all  under  the  supervision  of  a trained  therapist. 
Those  preferring  restful  relaxation  may  enjoy 
a quiet  conversation  m the  beautiful  lawn  and 

grove  area  with  its  scenic  mountain  backdrop. 


5055  North  34th  Str 
AMherst  4-4 
PHOENIX,  ARiZ( 

OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  Medical  Direi 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIA 
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He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 


Traneopal 


How  to  use 


for 

painful  muscles 


When  a muscle  is  strained,  it 
goes  into  a spasm  that  produces 
pain;  this  is  followed  by  more 
spasm  for  splinting,  and  then 
more  pain. 

When  you  prescribe  Tranco- 
pal,  you  break  this  vicious  cycle 
and  relieve  the  patient’s  dis- 
comfort. Traneopal  will  ease 
the  spasm  and  consequently  the 
pain,  and  its  mild  tranquilizing 
effect  will  make  the  patient  less 
restless.  You  can  then  start  him 
on  purposeful  exercise  or  phy- 
sical therapy. 

In  addition  to  its  usefulness 
in  syndromes  resulting  from 
overstraining  (such  as  low  back 
pain  or  tennis  elbow),  Tranco- 
pal  will  relax  the  spasm  and 
pain  that  are  features  of  torti- 
collis, bursitis,  fibrositis,  myo- 
sitis, ankle  sprain,  osteoarthri- 
tis, rheumatoid  arthritis,  disc 
syndrome  and  postoperative 
muscle  spasm.  Traneopal  is 
available  in  200  mg.  Caplets® 
( green  colored,  scored ) and  in 
100  mg.  Caplets  (peach  col- 
ored, scored),  bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200 
mg. ) three  or  four  times  daily; 
children  (5  to  12  years),  from 
50  to  100  mg.  three  or  four 
times  daily. 


UBORATORIES 

New  York  18.N.Y. 


1626M 
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Medical  Society  of  the  United  States  and  Mexico 

The  program  for  the  fortlicoming  gathering  of  the  Medical  Society  of  the  United  States  and 
Mexico  in  Hermosillo  is  acquiring  both  shape  and  substance,  though  still  in  a tentative  stage.  New 
features,  heretofore  never  exploited  in  our  meetings,  will  be  three  symposia  or  round  tables  and 
one  clinical  pathological  conference. 

In  addition  to  the  program  items  previously  mentioned  in  earlier  issues,  the  order  of  events 
will  be  somewhat  like  this: 

Wednesday,  December  6th 


11:00-11:30  a.m. 

Inaugural  ceremonies  at  the  University  of  Sonora  with  the  Governors  and  other 
dignitaries. 

11:30-12:00 

Dr.  Maxwell  Lockie  — Present  Day  Rheumatological  Classifications. 

12:00-12:30 

Dr.  John  Nauman  — The  Radiological  Diagnosis  of  Diffuse  Osteosclerosis  with 
Special  Reference  to  fluorsis. 

12:30-  1:00 

Rest  Period 

1:00-  1:15 

Question  and  Answer  Period 

1:15-  1:45 

Dr.  Frederick  Knight  — Experiences  in  the  social  and  professional  aspects  of 
inter-American  physician  exchange,  a look  at  the  future. 

1:45-  3:00 

Ruffet  at  the  Brewery. 

7:00-12:00  MN 

Open  house  gatherings  at  the  homes  of  Hermosillo  physicians. 

Thursday,  December  7th 

9:30-10:00  a.m. 

Dr.  Richard  Freyberg  — Rheumatoid  Arthritis. 

10:00-11:00 

Symposium  on  hyperthyroidism  by  the  Faculty  of  The  University  of  Guadalajara 
Medical  School. 

11:00-11:30 

Dr.  R.  E.  Hastings  — Osteo  synthesis. 

11:30-12:00 

Dr.  B.  Sepulveda  — Viral  hepatitis. 

12:00-12:15 

Rest  Period 

12:15-  1:15 

Symposium  on  Coccidioidomycosis. 

Drs.  G.  Madrid,  O.  J.  Farness,  J.  O’Hare,  A.  Carajal,  J.  Fritz,  J.  Nauman. 

1:15-  1:30 

Question  and  Answer  Period 

1:30  p.m. 

Free  Afternoon 

8:00  p.m. 

Dinner  at  the  Mesquital  del  Oro  Poultry  Farm  with  exhibition  of  native  costumes. 

Friday,  December  8th 

9:30-10:30  a.m. 

Symposium  on  Gastro-intestinal  surgery.  The  Surgical  Management  of  Peptic 
Ulcer  — “How  I Do  It.” 

Drs.  J.  Chavez,  W.  R.  Manning,  J.  Cadena,  B.  Contreras,  E.  Dragstedt, 
C.  Lopez  Arias,  H.  Pennock  Bravo. 

10:30-11:30 

Symposium  on  Tuberculosis  of  bone. 

Drs.  Chardi,  A.  Perez,  C.  Tapia,  R.  Hastings. 

11:30-12:00 

Dr.  W.  E.  Aherns  — Internship  and  residency  training  in  the  U.  S.  for  foreign 
graduates,  past,  present  and  future. 

12:00-12:30 

Clinical  Pathological  conference. 

12:30-  1:00  p.m. 

Business  Meeting 

2:30  p.m. 

Governor’s  Banquet 

8:00  p.m. 

Dinner  Dance 
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THE  HOSPITAL  BENEFIT  ASSURANCE  PLAN 
GUARANTEED  RENEWABLE 
FOR  LIFE 


Offices  in: 

First  al  Willetta 
Phoenix,  Arizona 

456  N.  Connlry  Club  Dr. 

Mesa,  Arizona 

31  N.  Tucson  Hlvd. 
Tucson,  Arizona 
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PRO-BANTHINE  ?A. 

(BRAND  OF  PROPANTHELINE  BROMIDE) 


Prolonged-Acting  tablets-so  mg. 

Effective  • Convenient  • Sustained  Action 

pro-banthIne»,  the  leading  anticholinergic,  is  now  available  in  a distinctive 
prolonged-acting  dosage  form. 

The  prolonged  action  of  new  pro-banthIne  p.a.  is  regulated  by  simple  phys- 
ical solubility.  Each  pro-banthine  p.a.  tablet  releases  about  half  of  its  30  mg. 
promptly  to  establish  the  usual  therapeutic  dosage  level.  The  remainder  is 
released  at  a rate  designed  to  compensate  for  the  metabolic  inactivation  of 
earlier  increments. 

This  regulated  therapeutic  continuity  maintains  the  dependable  anticho- 
linergic activity  of  pro-banthIne  all  day  and  all  night  with  only  two  tablets 
daily  in  most  patients. 

New  PRO-BANTHINE  P.A.  Will  be  of  particular  benefit  in  controlling  acid 
secretion,  pain  and  discomfort  both  day  and  night  in  ulcer  patients  and  in 
inhibiting  excess  acidity  and  motility  in  patients  with  peptic  ulcer,  gastritis, 
pylorospasm,  biliary  dyskinesia  and  functional  gastrointestinal  disorders. 
SuggGSt6d  Adult  Dossge:  One  tablet  at  bedtime  and  one  in  the  morning, 
supplemented,  if  necessary,  by  additional  tablets  of  pro-banthIne  p.a.  or 
standard  pro-banthine  to  meet  individual  requirements. 


e.  d.SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


When 


severe  pain  accompanies 

skeletal  muscle  spasm 
ease  both  ‘pain  & spasm’ 


Robaxix®  with  Aspirin 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinical!' 
proven  relaxant  action  of  RobaxIN  with  the  time-tested  pain  rclicvni 
action  of  aspirin. 

Each  RobaxisAL  Tablet  contains; 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetvisalicylic  acid  (''gr.') 'T  n.  ■ 

U.S.  Pat.  No.  2770M9 

Stipp/y:  Bottles  of  100  and  500  pinic-and-white  lamin.atcd  tablets. 

Or  R0BAXISAL®-PH  (Robaxin  with  PhcnapliciT')  when  anxiciv 
associated  with  painful  skeletal  muscle  spasm. 

Each  ROBVXISAI.-PH  Tiblet  contains: 

Robaxin  (methocarbamol  Robins)  400mg.  Acct\ Is.alict  lie  .u  i i M n 

Phcnacctin  97  mg.  llyoscyamine  sulfate  O.OlOmg.  I’hciud'.iibit.il  ( ' ,s  ty  . ' S.lmg. 
Supply:  Bottles  of  100  and  500  grecn-and-whitc  laminated  tablets. 

A.  H.  RC)I1INS  (.X).,  INt'.,  Rn  bniond  20,  Virgmi.i 

Making  today’s  medicines  with  integrity . . seeking  tomnrroio's  leith  persistenee. 
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The  President's  Page 


Letter  to  Doctor  Smith 


Carl  M.  Bengs,  M.D. 


August  11,  1931 

Dear  Doctor  Smith: 

1 am  sure  you  have 
read  Lindsey  Beaton’s 
August  editorial,  The 
Brainwashed  Doctor, 
suggesting  that  us  old 
conservative  fossils 
get  with  it  and  read 
both  sides  of  our  cur- 
rent political  prob- 
lems so  that  we  might 
better  analyze,  review 
and  possibly  change 
our  heretofore  “de- 
fenders of  the  right”  position.  This  liberal  com- 
pulsion to  “examine  all  sides  of  a problem” 
sounds  great  but  so  often  has  seemed  to  lead  the 
liberal  to  the  conclusion  that  all  sides  are  equal. 
The  points  of  view  expressed  in  the  liberal  jour- 
nals Dr.  Beaton  recommends  have  so  often  led 
us  to  national  calamities,  as  the  articles  in  the 
Atlantic  lauding  the  Chinese  Communists  as 
agrarian  reformers  written  by  the  Communist, 
Agnes  Smedley,  the  New  York  Times’  pro-Castro 
propaganda,  etc,  etc.  Should  we  also  weigh  both 
sides  of  good-evil,  truth-falsehood,  euthanasia? 


Doctor  Beaton  has  a perfect  right  to  his  view- 
point but  these  monthly  invitations  to  liberal 
brainwashing  are  not  countered  elsewhere  in  the 
magazine.  In  fact,  this  issue,  under  “Editor’s 
Notes,”  we  are  treated  to  samples  of  editorial 
opinions  telling  us  that  many  moral  questions  of 
today  are  society’s  (the  mob)  not  the  individual 
doctor’s;  a plug  for  federal  aid  to  medical 
schools,  and  a variety  of  thought-provoking  is- 
sues (with  implied  answers  that  are  plain  “pro- 
voking”). 

Sorry  for  the  logorrhea.  My  hope  is  that  your 
President’s  Page  will  reflect  the  “other  side”  of 
The  Brainwashed  Doctor  Beaton. 

Sincerely, 

Carl  M.  Bengs,  M.D. 

411  Eighth  Street 

Yuma,  Arizona 

NOTE; 

Some  of  my  reactions  to  Doctor  Beaton’s  Edi- 
torial referred  to  above  are  expressed  in  this  is- 
sue m a letter  to  the  editor.  This  letter  was  for- 
mulated prior  to  my  receipt  of  Doctor  Bengs’ 
comments. 

Leslie  B.  Smith,  M.D. 

President 
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'Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  '"afe 
and  Effective 


for  the  tense  and 
nervous  patient 

1 simple  dosage  schedule  relieves  anxiety 
dependably  — without  altering 
sexual  function 

2 does  not  produce  ataxia 

0 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  Parkinson-like  symptoms, 

^ liver  damage  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 

^ normal  behavior 


Usual  dosage:  One  or  Iwo  400  mg.  tablets  f.l.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTAB5®-400  mg. 

vnmorked,  coaled  tablets;  and  in  sustained-release 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamate). 


Miltowir 

meprobamate  (Wallace) 


WALLACE  laboratories/ Cranbury,N.J. 


CM-5539 


an 

added 

measure 

of 

protection 
for 
litti 
patie 


relapse 

nst  “problem” 
pathogens 


E CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


pediatric  drops 
syrup 


• full  antibiotic  activity#  lower  milligram  intake  per  dose#  up  to  6 days’ activity  with  4 days’  dosage#  uni- 
formly high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp,,  bottles  of  2 and  16 
fl.  oz.  Dosage:  3 to  6 mg./lb./day-in  four  divided  doses,  pediatric  drops,  60  mg./cc.,  3 mg./drop,  10  cc. 
bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day— in  four  divided  doses. 

PRECAUTIONS:  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or 
dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although  reversible  by  discontinuing  therapy,  patients 
should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs  discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a 
possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should  be  kept  under  observation. 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederie  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 


in  bacterial 

otitis 

media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 


In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable— 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 


SUPPLIED:  Capsule.s,  each  containing 

Panmycin*  Phos])hate  (tetracycline  phosphate 
complex),  equivalent  to  250  mg.  tetracycline 
hydrochloride,  and  125  mg.  Albamycin,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsules 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  lherai>outic  use 
are  infrequent  and  consist  principally  of  mild 
nausea  and  abdominal  crainps. 

Albamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pigment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-pro<iuct 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge- 
ment. 

Urticaria  and  maculopapular  dermatitis,  and 
a few  cases  of  leukopenia  have  been  reported 
in  patients  treated  with  Albamycin.  These  "ide 
effects  usually  disappear  upon  <Jiscontinuam’e 
of  the  drug. 

CAUTION:  .Since  the  use  of  any  atitlbiotic 
may  result  in  overgrowth  of  iionvus.fj.t jj.u- 
organisms,  constant  obser^•n(1on  of  (lu- 
is  essential.  If  new  infi.:  ion's  at-po.ir  durni»: 
therapy,  appropriate  moa.sure's  sh,,uld  tu-  tc.b^  u. 
Total  and  dlfferentuil  blood  i-onnlv  lu' 

made  routinely  tluring  prolont'ed  :aiiniiiisira- 
tlon  of  Albamycin.  The  |•os'.ib|lity  i'f  li\«.T 
damage  should  be  con''i«ierv.«i  if  a >-  Uou  pig- 
ment, a nu'tnbi>lic  by-pioilu.  i of  .\  h rrn> . u-.. 
appears  in  the  plasma.  l’jm;in«a  sb.-uM  be  di-.- 
continued  if  alU>rglc  reai-tions  tb..(  ;:re  Tn-t 
re.'idi  ly  controlled  bv  nnt  ihi  t .in  - : • , i.-  :i>;\Mit h 
develop.  > 

• Trn<lemnrk,  Heo.  U.  s.  P::.  tip 


Panalba 

your  broad-spceh'tan 
antibiotic  of  first  resort. 


Upjohn 


The  Uplobn  Company 
Kalama.’.iHi,  Michigan 
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The  cigarette  that  made  the  Filter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity — with  all  the  attendant  maga- 
zine and  newspaper  stories — really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And.no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P.  LORILLARD  CO. 


A PRODUCT  OF  P.  LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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“cramps”  don’t  cramp  her  style... 

wlien  you  prescril^e 

Tvaneopriiv 

Aspirin (5  ^;rain^)  300  mg. 

Trancopal®  (lirand  o(  chlurnu'zamino) 50  mg. 


Trancoprin  is  more  than  a simple  analgesic: 

It  deals  with  cramping  pains  in  three  ways.  Be- 
sides dimming  pain  perception,  Trancoprin, 
through  its  tranquilizing  action,  reduces  anxiety 
and  raises  the  tolerance  for  discomfort.  And, 
against  the  spasm  caused  by  j)ain  which,  in  turn. 


produces  more  pain,  Trancoprin  exerts  its  skeletal 
muscle  relaxant  action. 

Trancoprin  is  exceptionally  safe  to  use: 

Fewer  than  two  and  a half  j)er  cent  of  i)atients 
can  be  expected  to  have  any  side  effects,  and 
these  are  of  a minor  nature. 


Available  in  bottles  of  100  tablets.  The  usual  dosage  in  dysmenorrhea  is  2 tablets  3 or  4 times  dac  ' . 


LABORATORIES, 

New  York  18,  N.Y. 
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parabromdylamine  (brompheniramine)  maleate  12  mg. 


reliably  relieve  the  symptoms...seldom  affect  alertness 


Furriers  may  develop  allergies  to  dyes,  cleaning 
fluids  and  furs  . . . housewives  to  dust  and  soap  . . . 
farmers  to  pollens  and  molds.  Most  types  of  aller- 
gies—occupational,  seasonal  or  occasional  reactions 
to  foods  and  drugs— respond  to  Dimetane.  With 
Dimetane  most  patients  become  symptom  free  and 


stay  alert,  and  on  the  job,  for  Dimetane  works . . . 
with  a very  low  incidence  of  significant  side  effects. 
Also  available  in  conventional  tablets,  4 mg.; 
Elixir,  2 mg./5  cc.;  Injectable,  10  mg./cc.j 
or  100  mg./cc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA^ 


Injectable 
potency  in 
oral  form 


Potent  B-Complex 


100  Tablets 

Filmtab* 


No.  6842 


SURBEX-T 


Abbott's 
High-Potency 
Vitamin  B 
Complex  with 
Vitamin  C. 


with  500  mg.  of  C 


Actual  size  of  a capsule 
containing  the  B-Complex 
and  liver  in  Surbex-T 


Size  of  a "standard 
500-mg.  tablet 
of  ascorbic  acid 


A 


Actual  size 
of  a compact 
Surbex-T  Filmtab 


ABBOTT 


suRBEX-rr. 


part  of  therapy  when  the  water  so 


ubie  vitamins  are  depleted  or  demands  increased 


During  acute  or  chronic  illnesses: 

Cardiovascular  conditions  Liver  disorders 

Gastrointestinal  disorders  Hyperthyroidism 

Before  or  after  surgery. 

In  severe  burns,  fractures,  infections. 

During  prolonged  oral  administration  of 
antibiotics:  during  radiation  therapy. 

When  restrictive  diets  follow  depletions 
caused  by  illness. 

For  depletions  due  to  alcoholism. 

TM—TRADEMARK  FI  LMTAB  — FI  LM-S  EALED  TABLETS,  ABBOTT  110036 

. . . and,  when  need  is  modified Abbott’s 


Each  Filmtab®  Surbex-T  represents: 

Thiamine  Mononitrate  (Bi) 

Riboflavin  (Bz) 

Nicotinamide 

Pyridoxine  Hydrochloride 

Cobalamin  (Vitamin  Biz) 

Calcium  Pantothenate 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  ( as  sodium  ascorbate)  . 

Desiccated  Liver,  N.  F.  

Liver  Fraction  2,  N-  F 

Supplied  in  bottles  of  i 0 and 

improved  B-complex  fori  tula  wiii;  0 V ■ C. 


No  water  is  used  in  the  Filmtab  process.  Potency  is  enhanced  as 
there  is  virtually  no  chance  of  moisture  degradation  to  nutrients. 
Shellac  sub-seal  barriers  are  not  needed  or  used. 

This  contrasts  with  other  methods  of  manufacture.  Moisture  is 
actually  a part  of  the  gelatin  capsule,  while  sugar  coatings  must  be 
applied  with  water. 

There  are  other  Filmtab  advantages,  too,  and  several  of  these 
can  be  particularly  appreciated  by  your  patients. 

Odor  and  after-taste  are  sealed  inside  the  colorful  Filmtab. 

Tablets  are  up  to  30%  smaller,  and  much  easier  to  swallow. 

This  latter  point  furnishes  still  further  benefits.  Absorption  is  speeded 
as  sugar’s  bulk  and  sub-seals  are  eliminated.  Filmtab  coatings  are 
less  likely  to  break  or  crack,  as  sugar  is  crystalline  in  nature. 

In  short,  while  good  formulas  may  be  similar,  formulations  do 
differ.  Filmtab  coatings  can  often  furnish  a logical  basis  for  choice. 


Filmtab  coated  \ 

Vitamins  by  Abbott 

B-complex  with  C formulas  ^ 
Surbex-T™  J 

Sur-bex®  with  C 

Maintenance  Formulas  i 

Dayalets®  % 

Dayalets-M®  a 

Therapeutic  Formulas 
Optilets®  1 

Optilets-M®  1 


TM— Trademark.  Filmtab— FMm-sealed  tablets,  Abbott 
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linqmk^ynim 


Fibre-free 

HYPOALLERGENIC 

formula 

® Provides  balanced  nutritional  values. 

@An  excellent  formula  for  regular 
infant  feeding. 

® An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC, 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 

ARLINGTON,  CALIFORNIA  • MT.  VERNON,  OHIO 


^^HClNTRAm 
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Editorials 


The  Preservation  of  Health 


“Either  we  pay  to  preserve  health  or  we  pay 
to  repair  it.” 

The  goal  of  the  medical  and  health  professions 
now  calls  for  the  promotion  of  health,  the  pre- 
vention of  disease,  the  detection  and  treatment 
of  disease  at  the  earliest  moment  to  prevent  dis- 
abling sequelae,  the  limiting  of  disability  to  the 
greatest  extent  possible  if  disease  becomes  es- 
tablished, and  the  restoration  of  the  individual 
to  his  most  useful  practicable  functioning  when 
permanent  disability  is  inevitable. 

In  any  time  and  place  there  are  both  limiting 
and  liberating  factors  in  attaining  improved 


health  conditions,  however  defined  and  meas- 
ured. The  overall  limiting  factor  is  the  nature  of 
life  itself;  the  biological  stage  of  development  of 
the  individual,  the  inherent  strengths  in  each 
stage  which  can  be  supported,  the  weaknesses 
that  can  be  counteracted,  and  finally  the  abso- 
lute limit  imposed  by  death,  which  comes  to  all. 
Thus,  the  life  span  sets  the  ultimate  limit,  and 
the  level  of  well-being  must  be  raised  within  this 
limit. 

There  is  nearly  universal  agreement  that  one 
of  the  most  important  steps  a person  can  take  to 
safeguard  his  health  is  to  have  periodic  physical 
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“The  material  in  this  journal  is  not  copyrighted.  We  would 
like  to  ask  that  anyone  using  material  from  it  note  the  previous 
publication  in  ARIZONA  MEDICINE.” 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  bv  the  general  rules  of  medical  writing  as 
followed  bv  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  correct 
it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accept  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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examinations  by  a competent  physician.  A proper 
health-maintenance  examination  consists  of  a 
medical  history,  a complete  physical  examina- 
tion, and  the  performance  of  certain  laboratory 
tests  and  procedures  followed  by  a counseling 
session  for  the  health  guidance  of  the  patient. 

A survey  of  a national  sample  of  adults  in  the 
United  States  in  1955  revealed  that  80  per  cent 
of  those  sampled  agreed  that  a person  should  see 
a doctor  for  a regular  check-up  even  though 
he  feels  well.  However,  only  29  per  cent  of  this 
group  reported  that  they  themselves  get  such 
check-ups  regularly.  The  same  survey  included  a 
sample  of  physicians.  Only  45  per  cent  of  these 
doctors  said  that  they  made  a point  of  recom- 
mending periodic  physical  examinations  to  most 
of  their  patients.  Still,  most  of  the  doctors 
thought  that  people  are  more  likely  to  see  a phy- 
sician early  than  was  the  case  ten  years  ago. 
This  observation  is  also  borne  out  by  a 1928-31 
study  which  showed  that  only  about  50  per  cent 
of  the  population  would  see  a doctor  even  once 
during  any  given  year;  currently,  about  65-70 
per  cent  see  a doctor  one  or  more  times  during 
an  average  12-month  period. 

The  frequency  of  health  check-ups  should  de- 
pend upon  one’s  age  and  the  state  of  one’s  health. 
In  the  ideal  situation,  the  periodic  examination 
begins  with  monthly  check-ups  in  infancy, 
lengthens  to  quarterly  visits  after  the  first  year 
of  life,  changes  to  semi-annual  examinations  for 
the  pre-school  child  and  to  biennial  check-ups 
for  the  school  child  and  young  adult,  and  ends 
with  annual  investigations  for  those  over  45 
years. 

The  ideal  health  examination  is  seldom 
achieved.  Most  so-called  “check-ups  ” are  skimpy. 
One  reason  is  that  the  cost  of  a complete  exam- 
ination on  an  individual  basis  is  high.  Also,  ex- 
aminations are  sometimes  superficial  because 
many  physicians  are  oriented  more  toward  car- 
ing for  the  sick  than  toward  maintaining  health. 
Obstetricians  and  pediatricians  have  succeeded 
to  a considerable  extent  in  directing  their  efforts 
toward  health  maintenance.  It  is  questionable, 
too,  whether  there  are  enough  physicians  at  the 
present  time  to  provide  this  type  of  service  for 
the  majority  of  the  American  people. 

It  is  said  that  four  out  of  five  persons  over  65 
years  of  age  have  a chronic  disease  of  some  kind; 
and  that  in  the  45-65  group,  slightly  more  than 


half  were  similarly  afflicted.  Surely,  it  is  logical 
to  look  for  evidence  of  these  diseases  as  early  as 
possible,  for  while  periodic  check-ups  will  not 
prevent  the  occurrence  of  such  illnesses,  they  can 
frequently  provide  a method  by  which  the  com- 
plications of  some  of  these  diseases  can  be  pre- 
vented or  alleviated.  One  of  the  great  values  of 
the  health  examination  is  that  it  provides  the 
physician  with  a base-line  of  normality  for  his 
patient.  It  is  the  deviation  from  the  individual 
norm  which  is  the  sign  that  some  change  is  oc- 
curring and  this  may  be  the  first  evidence  of 
the  appearance  of  an  acute  or  chronic  disease. 

There  is  everything  to  be  gained  and  nothing 
to  be  lost  in  having  a periodic  medical  check-up. 
The  sick  have  first  claim  on  our  medical  atten- 
tion, but  a doctor  is  surely  doing  as  much  good 
if  he  keeps  his  patients  well.  In  achieving  this, 
periodic  medical  check-ups  will  be  his  most  use- 
ful tool.  If  every  doctor  in  practice  would  make 
only  two  periodic  examinations  daily,  he  could 
see  approximately  five  hundred  people  annually. 

Since  time,  costs,  personnel  shortages  and 
other  factors  preclude  the  possibility  of  regular 
comprehensive  health  examinations  for  the  ma- 
jority of  the  population,  relatively  simple  and 
inexpensive  procedures  are  needed  to  sort  out 
those  persons  with  probable  evidence  of  chronic 
disease  so  that  they  may  be  referred  for  diag- 
nosis and  medical  care.  To  help  solve  this  prob- 
lem the  idea  of  a multitest  clinic  has  arisen.  This 
type  of  clinic  screens  people  for  several  diseases 
at  one  time  by  means  of  various  tests.  One  blood 
sample  may  be  tested  for  signs  of  diabetes,  ane- 
mia and  syphilis;  the  same  chest  X-ray  may  be 
inspected  for  evidence  of  tuberculosis,  lung  can- 
cer and  heart  defects;  the  urine  sample  can  be 
examined  for  diabetes  and  kidney  disorders. 
Multiple  screening  is  not  intended  to  diagnose 
diseases,  but  to  discover  persons  who  ha\n  need 
of  consulting  physicians  for  diagnosis  and  treat- 
ment. The  cost  per  person  screened  is  very  low; 
little  time  is  required  for  the  tests;  and  large  pop- 
ulation groups  can  be  screened  n-ithin  a rela- 
tively short  time.  Multiphasic  screening  is  not  a 
substitute  for  coinprehensi\e  medical  examina- 
tions and  is  not  intended  as  such.  It  is  designed 
for  the  early  detection  of  significant  abnormali- 
ties in  large  population  groups.  These  sur^•('\•s 
should  be  jointly  planned  and  carried  out  by  tlu' 
medical  profession,  health  departments  and  \ ol- 
untary  health  agencies.  As  new  tcchniciucs  lor 
the  early  detection  of  disease  processes  beconu's 
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available,  it  is  probable  that  the  scope  of  such 
surveys  can  be  usefully  increased. 

Based  on;  An  Examination  of  the  Concept  of 
Preventive  Medicine  — by  Odin  W.  Anderson 
and  George  Rosen.  Health  Information  Founda- 
tion — Research  Series  No.  12,  New  York,  1960. 

“Check-Ups:  Safeguarding  Your  Health”  — by 
Michael  H.K.  Irwin,  M.D.,  Public  Affairs  Pam- 
phlet No.  314,  Public  Affairs  Committee,  Inc., 
New  York,  1961. 

Hugh  H.  Smith,  M.D.,  M.P.H. 


EDITOR'S  NOTES 

Do  the  Russians  have  a good  lead  in  experi- 
menting in  the  treatment  of  ulcers  by  anesthe- 
tizing the  patient  over  a period  of  weeks  and 
feeding  him  intravenously? 

# il: 

Is  the  lay  press  correct  in  quoting  “a  new  na- 
tional epidemic”  of  an  alarming  number  of  chil- 
dren being  beaten  by  frustrated  parents?  Or,  are 
we  as  phyiscians  mis-diagnosing  and  accepting 
the  statement  that  the  child  “fell  from  a crib?” 
Should  we  be  more  suspicious  of  this  group  of 
injuries? 

* * * 

“ . . . the  Supreme  Court  upheld  him  on  the 
grounds  that  ‘the  evidentiary  rule  of  res  ipsa 
loquitar  ...  is  not  applicable  in  malpractice 
cases.’  ” 

“The  Physician’s  Legal  Brief” 
Vol.  3,  No.  7,  July  1961 

“The  courts  have  ruled  consistently  that  pri- 
vate hospitals  can  pick  their  staffs  with  only 
minimal  legal  supervision  but  the  trend  now  is 
to  hold  that  even  in  a public  hospital  fully  li- 
censed physicians  do  not  have  a guaranteed 
right  to  use  its  surgical  and  other  facilities  for 
the  care  of  their  patients.” 

“The  Physician’s  Legal  Brief” 
Vol.  3,  No.  7,  July  1961 

o # # 

Government  by  the  people  through  their  rep- 
resentatives has  tended  toward  social  and  eco- 
nomic liberalism  to  the  verge  of  radicalism  in 
these  matters;  the  medical  profession  and  its 
leaders  have  tended  toward  conservatism  to  the 
point  of  reaction,  and  somewhere  in  between 


must  lie  the  most  equitable,  the  most  effective 
and  the  most  reasonable  course. 

The  New  England  Journal  of  Medicine 

July  20,  1961,  Vol.  265,  No.  3 

* # « 

...  Of  the  220,000  indexable  medical  articles 
published  each  year. 

The  New  England  Journal  of  Medicine 
July  20,  1961,  Vol.  265,  No.  3 


LETTERS  TO  THE  EDITOR 

August  16,  1961 

Editor,  Arizona  Aledicine 
720  North  Country  Club  Road 
Tucson,  Arizona 

Dear  Doctor  Neubauer: 

Some  of  the  premises  and  conclusions  ex- 
pressed in  “The  Brainwashed  Doctor”  — Arizona 
Medicine,  August  1961,  are  offensive  presump- 
tions. 

The  word  brainwashing  is  defined  as  “the 
systematic  indoctrination  which  changes  or  un- 
dermines one’s  political  convictions”. 

The  author  of  “The  Brainwashed  Doctor”  in 
the  first  paragraph  relates  that  physicians  cor- 
rectly apply  their  training  and  knowledge  in  ar- 
riving at  the  proper  conclusions  and  the  deter- 
mination of  medical  facts.  He  relates  that  they 
do  this  by  “research  — controlled  observations  — 
experience  — clinical  wisdom  — (and)  appeal 
to  authority”. 

He  further  qualifies  the  physician  as  a sound 
thinker  with  intellectual  balance  in  that  “he  tries 
to  match  opposing  — or  differing  judgments  on 
the  questions  at  issue”  by  a technique  which 
“holds  every  decision  as  only  tentative,  subject 
to  constant  review  and  to  change  in  the  light  of 
altering  evidence”. 

In  the  first  paragraph  Dr.  Beaton  establishes 
physicians  as  true  logicians,  whereas  in  the  sec- 
ond paragraph,  he  proceeds  to  incongruously 
divest  the  physicians  of  this  virtue.  This  he  does 
by  pointing  out  that  in  social,  political  and  eco- 
nomic sciences  “this  same  physician,  this  earnest 
advocate  of  scientific  method”  reaches  conclu- 
sions — “ . . . unfortunately  from  sources  that 
regularly  represent  only  one  side  of  the  debate”. 
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Thus  the  physician  is  portrayed  as  having  a dual 
personality,  imbued  with  logic  in  his  determina- 
tion of  medical  facts,  but  whose  conclusions  rel- 
ative to  similar  subjects  are  formulated  irration- 
ally. 

He  points  a convicting  finger  at  all  physicians 
because,  in  his  opinion,  their  decisions  are  based 
solely  on  the  one-sided  “AMA  handouts  — edi- 
torials from  conservative  newspapers  — MID- 
DLEBROW magazines  — and  too  often  the  kind 
of  delusionary  nonsense  that  is  found  in  pam- 
phlets circulated  by  reactionary  PARANOIDS” 
( Emphasis  is  supplied ) 

Since  we  (physicians)  are  “so  well  informed, 
so  cautious,  so  skeptical  and  fair-minded  in  med- 
ical matters,”  we  should  immediately  submit  to 
the  couch  to  determine  why  we  are  so  unilateral 
in  selecting  our  sources  of  knowledge  in  other 
fields,  and  are  so  blindly  obedient  in  accepting 
the  tenets  of  “reactionary  paranoids”. 

Dr.  Beaton  is  justified  in  his  appeal  that  we 
should  all  become  versed  in  the  opinions  and 
so-called  facts  presented  by  both  sides.  To  de- 
termine the  validity  of  the  opposing  views,  one 
must  first  determine  the  motives  and  goals  be- 
hind the  authors  of  the  source  material.  If  the 
physician  has  verified  that  certain  publications 
are  promoting  doctrines  which  are  contrary  to 
his  sincere  beliefs  and  heritage,  then  it  is  not  a 
sin  to  ignore  such  publications.* 

During  discussions  with  others  relative  to  the 
intent  of  “The  Brainwashed  Doctor”,  it  has  been 
concluded  that  the  expressions  in  this  article 
are,  also,  worthy  of  being  reproduced  by  Har- 
pers. 

The  statement,  “to  begin  dispassionately  to 
construct  for  himself  a social  credo  built  from 
the  best  available  fact”  can  only  be  interpreted 
to  mean  that  we  have  not  heretofore  been  dis- 
passionate in  our  deductions  and  have  arrived  at 
fallacious  conclusions  by  ignoring  the  best  avail- 
able facts. 

Exchanges  of  thoughts  and  ideas  with  physi- 
cians have  convinced  me  that  nearly  all  are  cog- 
nizant of  the  varied  facets  of  our  social,  eco- 
nomic and  political  problems.  These  doctors 
have  been  critically  observant  in  their  selection 
of  a political  doctrine  which  will  perpetuate  and 
improve  our  present  beneficent  form  of  social 
relationships. 

Sincerely, 

Leslie  B.  Smith,  M.D. 

*See  the  President’s  Page. 


31  July  61 

Editor 

Arizona  Medicine 
Honorable  Sir: 

In  spite  of  the  chaste  public  apathy,  and  ni- 
hility of  Civil  Defence  leadership,  there  is  an 
opulent  change  of  public  sentiment.  Despite  the 
recent  move  of  the  Irish  Maffai  placing  CD  un- 
der the  charge  of  the  MacNamara  horde,  the  all- 
out  effort  now  is  to  exteriorize  the  faker  Voker 
fallout. 

From  Camino  del  Diablo,  Ora  Blanco,  Salome 
and  points  west  of  Ajo,  the  Voker  fallout  has 
given  the  Maricopa  Moopers  the  philistine  shel- 
ter shivers.  The  Pima  Pushers  already  have  fear- 
heads  as  far  as  Florence,  Casa  Grande  and 
Thatcher  and  have  turned  neutralist;  the  Salt 
River  is  under  recanalization  to  transmit  medical 
effluent. 

The  Pima  pincher  movement  began  long  ago 
with  careful  brain  swishing.  See  Figures  1 and  2 
for  1913  examples.  Note  “Eloquent  Facts”  Fig. 
2,  “A  Culture  and  Educational  Center.  Seat  of 
University  of  Arizona”!  “No  fleas,  no  cyclones, 
no  fogs”! 

It  is  now  rumored  that  the  Sworrab  Lacigo- 
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loruen  Etutitsni,  the  Voker  faker  fallout  shelter, 
M^ardin  Juan  Verdi,  incomplete  though  it  is,  is 
so  full  of  Maricopa  Moopers  that  admission  is 
by  card  only. 

As  more  intelligence  settles  from  this  faker 


Voker  test  site,  be  it  liquid  or  dried,  the  State 
industrious  omission  will  set  a proper  fee  and 
disseminate  same. 

Dry  Gulch  Jake 
XHis  mark 


After  careful  study  of  the  literature  and  other  information  available  to  them, 
the  American  Cancer  Society  has  found  no  evidence  that  treatment  with  Laetrile 
results  in  any  objective  benefit  in  the  treatment  of  cancer  in  human  beings. 

From  Medical  Affairs  Department, 
American  Cancer  Society,  Inc. 

521  West  57th  Street 
New  York  19,  New  York 


SPECIAL  COUGH  FORMULA 

for  CKildmert 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 5.0  mg. 

Neo-Synephrine®  hydrochloride  . . 2.5  mg. 
(brand  of  phenylephrine  hydrochloride) 

Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Children  from  6 months  to  1 year, 
1 /4  teaspoon;  1 to  3 years,  l/2  to 
teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 


How  Supplied: 

Bottles  of  16  fl.  oz. 


Exempt  Narcotic 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 

Dosage: 
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DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-41 51 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 


The 


Hospital  License  No.  71 
Registered  A.M.A. 
Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Orthopedic  • Acute  or  Chronic 

• Post-Operative  * Geriatric  • Convalescent 

• Non-Sectarian  » Medical  Doctor  of  your  choice 

LISTED  by  American  Hospital  Association 

24  Hr.  Professional  Nursing  — R.N.'s  on  all  shifts. 
Phone:  MA  3-7591 

1501  N.  3rd  Ave.  Tucson,  Arizona 

Alberta  M.  Lovett,  President 
Charles  H.  Schmid,  Treasurer 
Katharine  C.  Schmid,  Director,  Admission-Patient  Services 

BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  CONVENIENT  LOCATIONS 

NORTH  CENTRAL  MEDICAL  BLDG. 

I 

2021  N.  Central 
And 

PROFESSIONAL  BUILDING 
1 3 E.  Monroe 

Phoenix,  Arizona 

CITY  WIDE  DELIVERY 
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drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic-name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 


How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 


Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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In  Memoriam 


Bernard  L Wyatt,  M.  D, 


1883-1961 


Dr.  Bernard  L.  Wyatt,  former  Tueson  physi- 
cian who  helped  found  the  Desert  Sanitarium, 
died  suddenly  in  Las  Vegas,  Nevada  on  June  22, 
1961. 

Born  in  Tilton,  New  Hampshire  on  November 
18,  1883,  Dr.  Wyatt  received  preparatory  educa- 
tion at  Tilton  School  and  graduated  from  medi- 
cal school  at  the  New  York  University  College 
of  Medicine,  New  York  in  1905.  He  began  prac- 
tice in  Monterey,  Mexico  in  1905.  From  1912- 
1915,  Dr.  Wyatt  served  as  medical  officer  of 
health.  District  of  Abaco,  Bahama  Islands,  and 
in  1917  was  appointed  Associate  Director,  The 
Rockefeller  Commission  to  France. 

Dr.  Wyatt  came  to  Tucson  in  the  early  1920’s 
from  New  England,  where  he  had  established  a 
private  practice  doing  research  on  tuberculosis. 
With  the  late  A.  W.  Erickson,  a New  York  ad- 
vertising man.  Dr.  Wyatt  founded  the  Desert 
Sanitarium  and  Institute  of  Research  in  1926. 
The  institution  gained  world  attention  for  its 
scientific  research  and  its  famous  patients.  In 
1943,  the  sanitarium,  then  valued  at  $1  million, 
was  given  to  Tucson  to  relieve  an  acute  shortage 
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of  hospital  facilities.  The  following  year  it  was 
converted  into  the  Tucson  Medical  Center. 

Dr.  Wyatt  was  associated  with  the  Desert 
Sanitarium  until  1929  when  he  returned  to  pir- 
vate  practice  and  established  the  Wyatt  Clinic 
in  Tucson;  he  later  became  senior  partner  of  the 
Wyatt-Bensema  Clinic  and  Research  Labora- 
tories. In  1929  he  married  Laura  Mae  Wright, 
who  died  in  1958. 

He  was  Consultant  in  Internal  Medicine  and 
Past  Consultant  in  Health  Demonstrations,  State 
Charities  Aid  Association,  New  York;  former 
Secretary  of  the  Technical  Board  and  member 
of  the  Advisory  Board,  Milbank  Memorial  Fund; 
founder,  member  of  the  Board  of  Directors,  and 
Past  President  of  the  American  Anti-Arthritis 
Association;  member  of  the  Board  of  Directors 
of  the  American  Academy  of  Applied  Nutrition; 
and  a fellow  of  the  American  College  of  Physi- 
cians. He  was  also  Consultant  to  the  Motion  Pic- 
ture Relief  Fund  and  member  and  Past  President 
of  the  Pima  Pistol  Club.  Dr.  Wyatt  was  a mem- 
ber of  the  AMA,  New  York  Academy  of  Medi- 


cine, Los  Angeles  County  Medical  Association, 
Hollywood  Academy  of  Medicine,  and  the  Los 
Angeles  County  Medical  Society. 

Dr.  Wyatt  received  the  Chevalier  Legion  of 
Honor,  Medialle  de  la  Reconnaissance  Fran- 
caise;  Medaille  d’Honneur,  Comite  National 
Contre  la  Tuberculose,  and  was  recipient  of  the 
Stacy  Medal  and  Award,  University  of  Cincin- 
nati College  of  Medicine.  He  is  listed  in  Whos 
Who  in  America. 

He  was  a member  of  the  editorial  staff  of 
“Acta  Rheumatologica,”  of  the  International 
League  Against  Rheumatism.  Dr.  W’yatt's  scien- 
tific writings  included  the  volumes,  "Chronic 
Arthritis  and  Rheumatoid  Affections,”  and  “Di- 
ognosis  and  Treatment  of  Chronic  Arthritis  ami 
Fibrositis.”  These  volumes  were  written  "lu  as- 
sist in  the  development  of  the  closest  coopcrativ>n 
between  tlie  physician  and  patient,  \\  ithoui  einiu- 
tenancing  either  self-diagnosis  or  sclf-tn'atmcut.  ’ 

Dr.  W'yatt  is  survi\  ed  by  his  wife,  Henry  Ftta, 
whom  he  married  in  1959  and  who  resides  in  Las 
Vegas,  Nevada. 
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POST-EZE  SYSTEMS  ARE  ^ 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

^ P05THSS  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because;  — 

ONE  writing  jDOsts  all  records 

ONE  simple  jiroof  jiroves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 


CALL  FOR  TRAINED  REPRESENTATIVE 


Alpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D. 


HAL  J.  BREEN,  M.D. 


T.  RICHARD  GREGORY,  M.D 


HAROLD  E.  McNEELY,  Ph.D. 


ROBERT  C.  SHAPIRO,  M.D. 


WILLIS  L.  STRACHAN,  M.D. 


IRENE  M.  JOSSELYN,  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


S051  NORTH  34th  STREET 
PHOENIX  18.  ARIZONA 
am  4-4111 
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Introducing  PHILIPS  ROXANE 


A new  name  in  PHarmaeeuticals 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  faithfully. 


PHILIPS  ROXANE,  INC.  " COLUMBUS,  OHIO  SUBStUIAHY  or  f’HlUf’S  LLCCTRONICS  AND  PH  AH  M AC  CUTIC  AL  INOU51HILS  CORP. 


PROGRESS 


I N 


RESEARCH 


FOR 


MEDICINE 
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effective,  palatable,  economical 

Creiviosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored... readily  accepted  by  patients  of  ail  ages. 

Additional  information  on  CremosuxiDINE  is  available  to  physicians  on  request, 

MERCK  SHARP  & DOHME,  division  of  merck  & co„  Inc.,  west  point,  pa. 


CREMOSUXIDINE  AND  SULFASUXIDINE  ARE  TRADEMARKS  OF  MERCK  & CO.,  INC. 
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Topics  of  Current  Medical  Interest 


Statement  By  The  Arizona  Commission  Of  The 
Western  Interstate  Commission  For  Higher 
Education  Regarding  The  Volker  Report 


The  Arizona  Commissioners  of  the  Western 
Interstate  Commission  for  Higher  Education  are 
proud  of  the  Arizona  Student  Exchange  Program 
in  medicine,  dentistry,  and  veterinary  medicine. 
This  program,  generously  supported  by  the  Ari- 
zona legislature,  has  completely  attained  its  orig- 
inal objectives  of  providing  financial  assistance 
for  every  qualified  applicant  for  study  in  these 
fields.  The  present  program  will  probably  suf- 
fice for  dentistry  and  veterinary  medicine  for  a 
good  many  years  to  come. 

Although  the  WICHE  program  has  been  of 
material  assistance  to  individual  medical  stu- 
dents, it  has  not  solved  several  important  prob- 
lems of  medical  education  and  medical  care  that 
face  Arizona  immediately;  and  the  Arizona  Com- 
missioners feel  obligated  to  make  these  points 
clear. 

(a)  The  WICHE  program  has  not  been  ef- 
fective in  materially  increasing  facilities  for  med- 
ical education  in  the  western  states.  Although 
qualified  Arizona  students  are  still  being  ac- 
cepted by  medical  schools  in  neighboring  states, 
they  are  facing  increasing  difficulty  in  gaining 
admission  as  the  demand  for  admission  increases 
among  residents  of  those  states.  In  a brief  two 
year  span,  non-resident  admissions  to  both  pub- 
lic and  private  schools  of  medicine  in  other 
states  have  decreased  by  one-half,  and  this  rate 
of  decrease  shows  every  evidence  of  continuing. 


(b)  The  WICHE  program  has  not  been  and 
cannot  be  effective  in  attracting  talented  young 
Arizonans  into  medicine.  After  eight  years  of  the 
student  exchange  program,  only  two  states  in 
the  entire  United  States  have  a smaller  percent- 
age of  their  college  age  population  seek  applica- 
tion to  medical  school.  In  the  meantime,  Arizo- 
na’s number  of  physicians  per  100,000  popula- 
tion continues  to  decline.  There  is  ample  evi- 
dence that  wherever  a medical  school  has  been 
established  the  number  of  students  seeking  med- 
ical careers  is  substantially  increased,  and  in- 
creased numbers  of  young  doctors  from  other 
states  seek  interneships  and  residencies  within 
hospitals  of  that  state.  (Arizona’s  relative  num- 
bers of  interns  as  well  as  hospital  residents  are 
well  below  the  average  figures  for  the  Mountain 
States,  for  the  Western  States,  and  for  the  United 
States  as  a whole. ) 

Only  the  presence  of  a good  medical  scho-ui  ii: 
Arizona  can  solve  these  problems.  The  -C^<  ' 
program  cannot  do  it  nor  can  any  schol;i'.>J‘i!' 
program,  no  matter  how  gencrousb'  de\-ised  a 
supported.  In  the  long  run,  Arizona's  gcn.  i ; : . 
support  of  the  Student  ExchanjU'  Pre-gram  ■■ 
medical  students  would  be  more  wisi  ly  .^oeui  ;1 
applied  toward  tlic  establishment  and  mairte- 
nance  of  a medical  school  within  this  state. 

The  Arizona  Commissioners  wadcomed  the  ai 
tion  of  the  Board  of  Regents  ol  tlu'  Uni\ ersiti('s 
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and  State  College  of  Arizona  in  their  undertak- 
ing a thorough  and  comprehensive  study  of  the 
problems  of  medical  education  and  related  mat- 
ters within  this  state.  They  were  particularly 
pleased  with  the  appointment  of  Doctor  Volker 
and  his  large  group  of  impartial  and  exception- 
ally well  qualified  investigators  and  advisors.  In 
the  best  interests  of  higher  education  in  Arizona, 
and  in  the  best  interests  of  medical  education 
and  medical  care  for  the  citizens  of  Arizona,  the 
Commissioners  urge  the  immediate  adoption  of 
the  recommendations  of  the  Volker  report.  They 
also  unanimously  urge  the  implementation  by 
the  Board  of  Regents  and  the  Arizona  Legisla- 
ture of  these  recommendations  at  the  earliest 
possible  moment. 

REVIEW  OF  THE  PROGRESS  OF 
THE  WESTERN  INTERSTATE  COMPACT 
PROGRAM  FOR  EDUCATION  OF 
PHYSICIANS,  DENTISTS,  AND 
VETERINARIANS 

The  planning  and  financing  of  higher  educa- 
tion, particularly  advanced  and  professional  edu- 
cation, is  becoming  increasingly  more  difficult 
and  increasingly  more  expensive.  The  problems 
of  increasing  demand  which  beset  American  ed- 
ucation in  general  are  particularly  acute  in  the 
West.  No  region  has  invested  more  heavily  in 
education  or  placed  greater  emphasis  on  equal- 
ity of  educational  opportunity.  There  is,  how- 
ever, little  privately  financed  higher  education 
in  the  West,  and  the  recent  pressures  of  enroll- 
ment and  demand  for  trained  persons  have 
placed  a considerable  strain  on  state  educational 
budgets. 

Experience  has  shown  that  interstate  coopera- 
tion is  a sensible  and  practical  approach  which 
encourages  mutually  profitable  assistance  be- 
tween the  states  without  diluting  the  responsi- 
bility of  each  state  for  the  education  of  its  own 
citizens.  Early  in  the  1950’s,  with  the  above  as  a 
background,  the  Western  Interstate  Commission 
of  Higher  Education  was  established  by  the  gov- 
ernors and  legislatures  of  the  western  states  to 
provide  facilities  for  assessing  western  needs  in 
higher  education,  to  serve  as  a fact-finding  agen- 
cy and  a clearing  house  for  interstate  programs, 
to  make  basic  studies  of  educational  needs  and 
resources  in  the  West,  and  to  negotiate  and  ad- 
minister interstate  arrangements  for  regional  ed- 
ucational services. 

In  carrying  out  these  roles,  the  Western  Inter- 
state Commission  early  set  up  a Student  Ex- 


change Program  in  the  three  health  fields  of 
medicine,  dentistry,  and  veterinary  medicine. 
Under  this  program  Arizona  has  been  sending 
students  to  the  surrounding  states  for  an  educa- 
tion in  these  three  fields.  An  eligible  Arizona 
student  can  attend  a school  of  medicine,  den- 
tistry, or  veterinary  medicine  in  one  of  the  other 
participating  states  at  a cost  to  the  student  which 
is  approximately  the  same  as  he  would  pay  if 
he  were  a resident  of  the  state  in  which  the 
school  is  located.  This  has  been  a great  boon  to 
Arizona  students.  The  Arizona  Commissioners 
of  the  Western  Interstate  Commission  for  Higher 
Education  are  particularly  proud  of  the  fact 
that  Arizona  has  developed  the  largest  Student 
Exchange  Program  of  any  of  the  western  states. 

Arranging  for  the  exchange  of  students  be- 
tween the  states,  however,  affords  only  a tem- 
porary solution  to  a problem  which  gets  increas- 
ingly severe  with  the  passage  of  time.  In  1957, 
the  annual  report  of  the  Western  Interstate  Com- 
mission pointed  out  that  the  West  as  a whole 
needs  substantial  expansion  of  its  medical  edu- 
cational facilities  within  the  next  ten  years  if  the 
growing  demands  of  our  inereasing  population 
are  to  be  met.  Specifieally  the  report  may  be 
quoted  as  follows:  “Although  the  student  ex- 
change program  helps  to  compensate  for  the 
shortage  of  facilities,  it  cannot  offer  any  final 
solution.  It  provides  for  the  sharing  of  existing 
space  in  professional  schools,  but  it  has  not 
created  enough  new  space.  A sharing  of  scarcity 
is  not  an  adequate  answer  to  the  mounting  pres- 
sures of  population  on  western  education.” 
Furthermore,  “the  pressures  for  admission  to 
professional  schools  are  mounting,  and  states 
supporting  expensive  professional  schools  are 
moving  rapidly  to  close  the  doors  to  out-of-state 
students.  In  a few  years,  competition  for  admis- 
sion will  be  intense.”  It  is  elear  that  states  sup- 
porting medical  schools  may  soon  find  their  fa- 
cilities required  completely  for  their  own  needs. 
When  this  happens,  there  will  be  no  room  re- 
maining for  the  education  of  students  from  other 
states. 

In  December  of  1959,  The  Western  Interstate 
Commission  for  Higher  Edueation  published  an 
important  study  entitled  “The  West’s  Medical 
Manpower  Needs.”  This  careful  study  revealed, 
among  other  things,  that  the  West  does  not 
have  a sufficient  number  of  places  in  its  medical 
schools  to  educate  qualified  applicants  from  this 
region.  More  than  half  of  the  students  from 


VoJ.  IS,  No.  10 


Arizona  Medicine 


73A 


western  states  without  medical  schools  leave  the 
region  for  their  medical  education.  Since  the 
majority  of  medical  students  tend  to  remain  in 
the  general  area  where  their  education  was  re- 
ceived,  many  of  these  western  students  do  not 
return  to  their  home  states.  The  WICHE  report 
showed  clearly  that  the  equivalent  of  at  least 
five  new  medical  schools  must  be  built  in  the 
western  region  within  the  next  few  years  if 
anticipated  demands  are  to  be  met,  and  if  stu- 
dent applicants  are  not  to  be  squeezed  out  in 
the  competition  for  admission.  In  a brief  analysis 
of  the  problem  faced  by  the  state  of  Arizona, 
the  report  noted  that  our  population  will  increase 
approximately  134  per  cent  in  the  next  20  years 
and  that  by  1965  we  can  expect  our  students  to 
find  it  difficult  to  gain  admission  to  medical 
schools.  This  problem  is  emphasized  by  the  na- 
tion-wide trend  to  impose  residence  restrictions 
on  admission.  The  trend  is  shown  clearly  by  the 
fact  that  in  a brief  two  year  span,  out-of-state 
enrollments  in  publicly  supported  medical 
schools  have  decreased  from  9%  of  the  total 
enrollment  to  only  4%  of  the  total.  In  private 
medical  schools  during  the  same  period,  out-of- 
state  enrollments  have  decreased  alarmingly 


from  53%  of  the  total  to  27%.  In  the  early  1960’s, 
the  number  of  applicants  for  admission  to  medi- 
cal schools  is  expected  to  rise  sharply  and  the 
limited  number  of  opportunities  in  the  West  will 
certainly  put  western  students  at  an  increasing 
disadvantage  in  the  competition  for  available 
spaces.  In  the  meantime,  the  physician  to  popu- 
lation ratio  in  Arizona  is  declining  alarmingly 
and  corrective  measures  are  urgent. 

The  Western  Interstate  Commission  has  been 
vitally  concerned  with  this  problem  and  has 
been  seeking  through  special  committees  to  bring 
these  facts  before  the  different  states  and  to  help 
the  several  states  in  their  planning  to  meet  the 
problem.  It  is  of  further  interest,  therefore,  that 
the  Commission  took  special  pains  to  commend 
the  state  of  Arizona  when  the  Board  of  Regents 
secured  a grant  from  the  Commonwealth  Fund 
more  than  a year  ago  to  undertake  the  careful 
and  impartial  study  which  has  resulted  in  the 
Volker  Report.  The  Arizona  Commissioners  wish 
to  make  clear  their  unanimous  support  of  the 
Volker  Report  and  urge  that  the  Board  of  Re- 
gents make  every  effort  to  implement  all  the 
recommendations  of  this  report  at  the  earliest 
opportunity. 


PHARMACY  DIRECTORY 


FAST  FREE  DELIVERY 


Your  Prescription  Store 


DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


*^coHsc/a(e 


call 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


74A 


Arizona  Medicine 


October,  1961 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


C LASS  I F I E 


SUN  CITY 

Our  burgeoning  population  requires  an  experi- 
enced and  active  general  practitioner.  For  details 
call/write  Foster  of  Del  Webb  at  AL  8-7441  or 
Box  4066,  Phoenix. 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 


Geriatric  Vitamins— Minerals— Hormones— d-Amphetamine  Lederle 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  ^nutritionally  ^ metabolically  <■  mentallij 


Each  dry-filled  capsule  contains;  Ethinyl 
Estradiol,  0.01  mp;.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
Bi2  with  AUTRINIC®  Intrinsic  p’iictor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  5 mg.  • Riboflavin 


• I,.  '■ 
•all  ro 
1.  . ' 


(Be),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
do.xine  HCl  (Bo),  0.6  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  m;r. 

• Inositol,  2.5  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate.  50  mg.  • l-l,ysine  Mono- 
hydrochloride, 25  mg.  • Vitiimin  E ( Toco- 

pheryl  Acid  Succinate),  10  Int.  Units  • (;is  ZnOl,  0.5  mg.  • .Mariu-  ium  'I,  O' 

Rutin,  12.5  mg.  * Ferrous  l''um:ir.ate  (Ele-  mg.  Stiiiplii:  Hollies  of  Pm  ami  l.e  " . 

REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE,  PRECAU'l'lONS  AND  CO  N T K A I N I ) IC  A I' I O \ - 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPAIMMI  N! 
LEDERLE  L A B O R AT  O R I E S,  A Division  of  A M E R I C A N C YA  N A M I D COMPANY,  Pearl  River,  New  York 


montMl  iron,  10  mjr.'),  30. 1 mp. 
(as  KI),  0.1  mp.  • Caluium  (as  ( 
3.")  mp.  • I’hosphoriis  p*is  (’alllH)i 
• Muorino  (as  I’al*':  ).  O.l  mr..  • 
CuO).  1 imr.  • (,as  1\ 

mp.  • Matij-ram^o  (as  I hi 

(as  ZnCM.  0.r»  nivr.  • Marnoauin  ' 
nip.  Supply:  HollU's  of  an 


Plan  now  to  attend  the  AM. A.  Clinical  Session  in  Denver,  November  27-30. 
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Future  Medical  Meetings  and  Postgraduate  Education 


The  Los  Angeles  Radiological  Society 
Mid-winter  Radiological  Conference 


The  fourteenth  Annual  Midwinter  Radiolog- 
ical Conference,  sponsored  by  the  Los  Angeles 
Radiological  Society,  will  be  held  at  the  Rilt- 
more  Hotel,  Los  Angeles,  California  on  Satur- 
day and  Sunday,  February  3-4,  1962. 

Guest  speakers  will  be  David  Sutton,  M.D., 
St.  Mary’s  Hospital,  London,  England;  Scott 
Dunbar,  M.D.,  Montreal  Children’s  Hospital, 
Montreal,  Canada;  Richard  Marshak,  M.D.,  Mt. 
Sinai  Hospital,  New  York,  New  York;  'Gilbert 
Fletcher,  M.D.,  M.  D.  Anderson  Hospital,  Hous- 
ton, Texas;  and  Henry  Kaplan,  M.D.,  Stanford 
Medical  Center,  Palo  Alto,  California. 

The  conference  fee  of  $25  includes  two  lunch- 
eon meetings  featuring  questions  and  answers. 
A banquet  ($7.50  per  plate)  preceded  by  cock- 
tails will  be  held  Saturday  evening  at  the  Rilt- 
more  Bowl.  Reservations  may  be  made  through: 
V.  G.  Mikity,  M.D.,  2010  Wilshire  Boulevard 
Los  Angeles  57,  California. 


AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS 


The  Annual  Interim  Session 
of  the 

American  College  of  Chest  Physicians 
will  be  held 
November  25-26,  1961 
Brown  Palace  Hotel,  Denver,  Colorado 


AMA  CLINICAL  MEETING 


The  15th  Annual 

American  Medical  Association  Clinical  Meeting 
will  be  held 
November  26-30,  1961 
Denver,  Colorado 
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‘B.  W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


Contents  per  Gm. 


'Polysporin'® 


‘Neosporin’® 


‘Cortisporin’® 


Supplied: 


Tubes  of  1 oz., 

Vz  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 


Tubes  of  1 oz., 

Vz  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 


Tubes  of  Vz  oz.  and 
Ys  oz.  (with 
ophthalmic  tip) 


‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

Zinc  Bacitracin 

Neomycin  Sulfate 

Hydrocortisone 


10,000  Units 
500  Units 


5,000  Units 
400  Units 
5 mg. 


5,000  Units 
400  Units 
5 mg. 
10  mg. 


mi 


‘CORTISPORIN’ 


brand  Ointment 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


The  combined  spectrum 
I of  three  overlapping 
antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


‘NEOSPORIN’ 


brand  Antibiotic  Ointment 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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I LABORATORIES 


THE  DIAGNOSTIC  LABORATORT 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  M.D. 
W.  RANSOM  KELLEY,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 
1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1 601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


tlledical  CeHter  and  Clinical  ialfctatcri^ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Pf0^e^^icnal  9(-(^aif  and  Clinical  /.ahratcrtf 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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“makes  the  rounds"  with  you 


In  and  out  of  elevators  ...  up  ramps  and 
down  corridors  . . . from  one  room  to  another 
. . . the  Sanborn  “lOOM  Viso-Cardiett  ®’’goes 
wherever  you  need  it.  Its  mobility  is  matched 
by  its  versatility  in  providing  two  speeds  (25 
or  50  mm/sec.),  three  recording  sensitivities, 
and  provision  for  recording  and  monitoring 
other  phenomena.  Cabinet  is  handsome  ma- 
hogany or  durable  plastic  laminate. 

For  office  or  laboratory  use,  the  “lOOM  Viso” 
provides  the  same  instrument  in  a desk-top 


mahogany  case.  And  for  house  calls,  the  San- 
born “300  Visette®” weighs  only  18  pounds 
complete  and  can  be  easily  carried  by  anyone. 

No-obligation  15-day  trial  plan  and  conven- 
ient time  payment  may  be  arranged.  Contact 
your  nearest  Sanborn  Branch  Office  or  Service 
Agency,  or  write  Manager,  Clinical  Instru 
ment  Sales,  at  the  main  office. 

Sanborn  service  lasts  long  after  the  sale  . . 
people  who  know  your  ECG  and  value  your  .st;, . 
faction. 


MEDICAL  DIVISION 

S A IS!  B O r 
^ O O IVl  F*  A IM 

17'5WymanSt.,Waltham54-.M,i. 
Phoenix  litsldent  lirlnr.u nln/nr  2T)  Iv  O.sborn  Rd.,  Vmlursi  5 S 
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PHYSICIANS’  DIRECTORY" 


ALLERGY 

E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — ALpine  3-8383 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 
F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 


THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 
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Plastic  and  Reconstructive  Surgery 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 


JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 


PSYCHIATRY 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 

1515  N.  9th  St.  Phoenix,  Arizona 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 


SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 
Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 


510  Professional  Bldg. 
Phone  ALpine  3-4105 


1313  N.  Second  St. 
Phone  ALpine  8-3484 


Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1 130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601 


Phoenix,  Arizona 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 

550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 
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THE  NEW  ROYAL  ELECTRIC 

The  new  Royal  Electric  design  is  more  practical  and  functional 
than  ever.  A computer-like  keyboard  gives  the  typist  greater 
convenience,  efficiency  and  speed.  The  new  carriage  unit  reacts 
with  split-second  accuracy  and  all  controls  are  centralized  on 
top  within  easy  reach  of  the  operator.  Only  Royal  offers  so  many 
convenient  and  time-saving  e.xtras  such  as  Magic  Margin,  Line 
Meter,  Twin-Pak  Ribbon  and  a conurlete  selection  of  automatic 
repeat  controls. 

The  new  Royal  has  the  lightest,  most  uniform  touch  of  any  elec- 
tric. It  can  be  varied  to  suit  each  typist.  This  Touch  Control 
plus  Royal’s  uniform  key  dip  on  each  row  promotes  better  typing 
rhythm,  lessens  finger  fatigue  and  increases  .speed. 

The  new  Royal  produces  printwork  unmistakably  superior  to  that 
of  any  other  electric.  The  result  being:  1.  a more  clearly  etched 
letter;  2.  a more  uniform  inking  of  each  character;  3.  a more 
accurate  alignment  of  letters  and  words. 


OFFICE  EOUIPMENl  CENFER 


801  W.  Indian  School  Rd.  * Phoenix,  Ariz. 

am  4-4T41 


spasm 


stasis 
spasm  I 


Stasis 


IN  FUNCTIONAL  G.I.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PITIiNT 

ICCiEilli  TO  Til  NEED 


DECHOUN-BB 

Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts . . . and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  (V5  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (Ve  gr.) 


DECHOLIir 
with  Belladonna 

Hydrocholeretic  — Antispasmodic ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (334  gr.) 

belladonna  extract 10  mg.  (Ve  gr.) 


DECHOLIN 

Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract.  ..by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decmolin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decuoi  in-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Deciioi.in  with  Belladonna  and  Dechoi. in-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Dechoi  in-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Dechoi  in-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Dechoi  in,  in  bottles  of 
100  and  500. 


AMES 


COMPANY.  INC 
Elkhart  • Indiono 
Toronto  • Conodo 


'Ini'/ersity  of  California 
^.redicai  Center  Library 
3rd  & Pa rn as 3 as 
San  Francisco  22,  Caiif. 

for  infants  allergic  to  cow^s  milk 

a modern  milk  substitute 
rich  and  creamy  in  color, 
pleasant  and  bland  in  taste 

Sobee  has  the  rich,  creamy  appearance  that  mothers 
expect  of  a formula.  Sobee  is  pleasantly  bland,  with- 
out the  “burned-bean”  flavor  or  chalky  aftertaste 
frequently  associated  with  a soya  formula. 

Symptomatic  Relief.  Symptoms  of  cow’s  milk  allergy 
—most  frequently  manifested  by  eczema,  colic  and 
gastrointestinal  disturbances — may  be  relieved  within 
2 or  3 days. 

Good  Stool  Pattern.  In  a study  of  102  infants  on 
Sobee,  the  number  of  stools  ranged  from  1 to  4 per 
day.*  Soya  stools  are  bulkier  than  cow’s  milk  stools. 
Constipation  is  infrequent. 

Easily  Prepared.  Mothers  need  add  only  water  to 
either  Sobee  liquid  or  Sobee  instant  powder  to  pre- 
pare a formula  with  a nutritional  balance  comparable 
to  cow’s  milk  formulas. 

1.  Kane,  S.:  Am.  Pract.  & Digest  Treat.  8.6S  (Jan.)  1957. 


Milk-free  soya  formula 


DMead  Johnson 
Laboratories 
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Fascinating  . . . how  one  curved  figure  seems  to 
be  longer  than  the  other — even  when  you  know 
they’re  both  the  same. 

Two  oral  penicillins  can  be  just  as  difficult  to 
compare.  If  only  the  price  of  the  drugs  were  to 
be  considered,  the  choice  would  be  clear.  But 
isn’t  it  what  a drug  t/oes  that  counts? 

V-Cillin  K®  achieves  two  to  five  times  the 
serum  levels  of  antibacterial  activity  (ABA) 
produced  by  oral  penicillin  G.^  Moreover,  it 
is  highly  stable  in  gastric  acid  and,  therefore, 
more  completely  absorbed  even  in  the  presence  of 
food.  Your  patient  gets  more  dependable  ther- 
apy for  his  money  . . . and  it’s  therapy — not 
tablets — he  needs. 


For  consistently  dependable  clinical  results 

prescribe  V-Cillin  K in  scored  tablets  of  125  and  250  mg. 

V-Cillin  K,  Pediatric,  in  40  and  80-cc.-size  packages.  Each  5 cc. 
(approximately  one  teaspoonful)  contain  125  mg.  (200,000  units) 
penicillin  V as  the  crystalline  potassium  salt. 

V-Cillin  K®  (penicillin  V potassium,  Lilly) 

1.  Griffith,  R.  S.;  Antibiotic  Med.  i Clin.  Therapy,2:129,  1960. 

Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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WHEN  A 
HIGH- 
POTENGY 
VITAMIN 
PRODUCT  IS 
INDICATED.. 


•helps  to  prevent  or  correct  certain  vitamin  deficiencies 
• supplies  various  minerals  normally  present  in  body  tissue 

Each  MYADEG  Capsule  provides:  Vitamins:  Vitamin  Bn  ciystalline— 
5 meg.;  Vitamin  (riboflavin)— 10  mg.;  Vitamin  Bq  (pyridoxine 
hydrochloride)— 2 mg.;  Vitamin  Bi  mononitrate— 10  mg.;  Nicotinamide 
(niacinamide)— too  mg.;  Vitamin  G (ascorbic  acid)  — 150  mg.;  Ahta- 
min  A— :25,000  units  (7.5  mg.);  Vitamin  D— 1,000  units  (:25  meg.); 
Vitamin  E (r/- alpha- tocopheryl  acetate  concentrate)— 5 I.U.;  Minerals 
(as  inorganic  salts):  Iodine  — 0.15  mg.;  Alanganese  — t mg.:  Cobalt 
—O.t  mg.;  Potassium  — 5 mg.;  Molybdenum- 0.:2  mg.;  Iron— 15  mg.: 
Copper  — 1 mg. ; Zinc  — 1.5  mg. ; Atagnesi urn  — 0 mg. ; Ca lei n m — 1 0 5 
mg.;  Phosphorus  — 80  mg. 

Siqrplied:  Bottles  of  30,  100,  and  :250. 


PARKE-DAVIS 


PARK£,  DAVIS  & COMPANY,  Detroit  32.  Michigan 
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Acts  as  well 
in  people 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 


IntragasWc  pH  meaaui^menta^  in  it  patients  with  peptic  uieer 

- 5. 'V  , Neutralization  ^ 

w»h~wC,eamolia  , 


Minutes 


Following  determination  of  basal  secretion, 
intragastric  pH  was  determined  continuously  by  means  of 
frequent  readings  over  a two-hour  period. 


100 


120 


New  Creamalin 

Antacid  Tablets 


LABORATORIES 
New  York  18,  N.Y. 


Buffers  fast^  '*  for  fast  relief  of  pain- 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 

Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablet^ 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 

How  Supplied:  Creamalin  Tablets,  bottles  of  50, 100,  200  and  1000. 
Also  available:  New  Creamalin  Liquid  (1  teaspoon  = 1 tablet), 
bottles  of  8 and  16  II.  oz. 

Rejerences:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Fc!).,  1961. 

2.  Beekman,  S.  M. : J.  Am.  Pharm.  A.  (Scient.  Eil.)  49:191,  April,  1960. 

3.  Hinkcl,  E.  T.,  Jr.;  Fisher,  M.  F.,  and  Tainter,  M.  L. : J.  .Am.  Pharm.  A. 
(Scient.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  Ides  of  the  Deparlinent 

of  Medical  Research,  Winthrop  Laboratories.  5.  llinkel,  E.  T.,  Jr.  ; I ishcr,  M.  P., 
and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.  S.  P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squib 


Squibb  Quality  — the  Priceless  Ingredient 

'Theragran'*  is  a Squibb  trademark 
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^ ^nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  every  illness  or  disease  state^^* 


1.  Youmans,  J.  B.;  Am.  J.  Med.  25;659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  2.  Kampmeier,  R.  H.:  Am.  J.  Med.  25:662  (Nov.)  1958. 

arthritis  ■ It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adequacy  . . 


3.  Fernandez-Herlihy,  L;  Lahey  Clinic  Bull.  11:12  (July-Sept.)  1958. 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

X>  pcpa-rrh  ("'minril  ® S^brell,  W.  H.:  Am.  J.  Med.  25:673  (Nov.)  1958.  5.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 

' U-ln..,!!.  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult. 6.0verholser,  W.,  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.;  Geriatric  Medicine,  3rd  edition,  J,  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 

plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states. 7.  Goldsmith,  g a.; 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8,  1960.  Reported  In:  Medical  Science  8:772  (Oec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . . There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.’’^ 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959,  p.  812.  9.  Pollack,  H.;  Am.  J.  Med.  25:708  (Nov.)  1958. 
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Hospital,  McNary,  Arizona. 
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pital, Morenci,  Arizona;  Leopoldo  Dulawa,  M.D.,  Secretary, 
Morenci,  Hospital,  Morenci,  Arizona. 

MARICOPA:  Robert  A.  Price,  M.D.,  President,  3602  N.  15th 
Avenue,  Phoenix,  Arizona;  Howard  C.  Lawrence,  M.D.,  Sec- 
retary, 2021  North  Central  Avenue,  Phoenix,  Arizona. 
Society  Office:  2025  North  Central  Ave.,  Phoenix,  Arizona. 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman,  Arizona;  John  J.  Standifer,  M.D.,  Secretary,  412 
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Fifth  Avenue,  Yuma,  Arizona. 


COMMITTEES  - 196162 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  Committees  unless  otherwise  specified. 
ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Paul  B.  Jarrett,  M.D.,  Chairman  (Phoenix);  Walter  Brazie 
M.D.  (Kingman);  Frank  A.  Shellenberger,  Jr.,  M.D.  (Tucson); 
Paul  M.  Singer,  M.D.  (Phoenix). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Donald  K. 
Buffmire,  M.D.,  Chairman  (Phoenix);  Preston  T.  Brown, 
M.D.  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson); 
Carl  H.  Cans,  M.D.  (Morenci);  Roland  V.  Murphy,  M.D. 
(Tucson);  Paul  L.  Singer,  M.D.  (Phoenix). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson);  Paul  L.  Singer,  M.D. 
(Phoenix);  William  B.  Steen,  M.D.  (Tucson). 

EXECUTIVE  COMMITTEE:  Leslie  B.  Smith,  M.D.,  President, 
Chairman  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson); 
Paul  L.  Singer,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tucson);  Clarence  E.  Yount,  Jr.,  M.D.  (Prescott). 
GRIEVANCE  COMMITTEE:  Lindsay  E.  Beaton,  M.D.,  Past- 
President,  Chairman  (Tucson);  Carlos  C.  Craig,  M.D.  (Phoe- 
nix); Francis  M.  Findlay,  M.D.  (San  Manuel);  John  F.  Stan- 
ley, M.D.  (Yuma);  Oscar  W.  Thoeny,  M.D.  (Phoenix);  Hugh 
C.  Thompson,  Jr.,  M.D.  (Tucson);  Florence  B.  Yount,  M.D. 
(Prescott). 

HISTORY  & OBITUARIES  COMMITTEE:  John  W.  Kennedy, 
M.D.,  Chairman  (Phoenix);  Harold  W.  Kohl,  M.D.,  (Tuc- 
son); Darwin  W.  Neubauer,  M.D.  (Tucson);  Abe  I.  Podol- 
sky, M.D.  (Yuma);  Howell  S.  Randolph,  M.D.  (Phoenix); 
Paul  L.  Singer,  M.D.  (Phoenix). 

INDUSTRIAL  RELATIONS  COMMITTEE:  John  H.  Ricker, 
M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D.  (Flagstaff); 
Juan  E.  Fonseca,  M.D.  (Tucson);  Oscar  W.  Friske,  M.D. 
(Ajo);  Charles  P.  Neumann,  M.D.  (Tucson);  Robert  W. 
Weber,  M.D.  (Tucson). 

LEGISLATIVE  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Co-Chair- 
man (Phoenix);  MacDonald  Wood,  M.D.,  Co-Chairman 
(Phoenix);  Derrill  B.  Manley,  M.D.  (Phoenix);  John  S.  Carl- 
son, M.D.  (Nogales);  Ben  P.  Frissell.  M.D.  (Phoenix);  Paul 
B.  Jarrett,  M.D.  (Phoenix);  W.  Shaw  McDaniel,  M.D. 
(Phoenix);  James  E.  O’Hare,  M.D.  (Tucson);  William  B. 
Steen,  M.D.  (Tucson);  George  C.  Truman,  M.D.  (Mesa). 
MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  John  A.  Eisenbeiss,  M.D.  (Phoenix); 
Benjamin  Herzberg,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D. 
(Tucson);  Donald  A.  Poison,  M.D.  (Phoenix);  Paul  L.  Singer, 
M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  W.  Albert  Brewer,  M.D., 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  ("Tucson); 
W.  R.  Manning,  M.D.  (Tucson);  Dermont  W.  Melick,  M.D. 
(Phoenix);  Clarence  L.  Robbins,  M.D.  (Tucson). 
MEDICO-LEGAL  COMMITTEE:  Wallace  A.  Reed,  M.D.,  Chair- 
man (Phoenix);  Jack  E.  Brooks,  M.D.  (Phoenix);  Robert 
E.  Hastings,  M.D.  (Tucson);  Louis  Hirsch,  M.D.  (Tucson); 
Maurice  Rosenthal,  M.D.  (Phoenix);  George  A.  Spikes,  M.D. 
(Douglas). 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  Robert  N.  Class,  M.D. 
(Tucson);  John  F.  Currin,  M.D.  (Flagstaff);  Ruland  W.  Hus- 
song,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Ytmia); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D.,  Chair- 
man (Phoenix);  James  D.  Alway,  M.D.  (Phoenix);  Otto  L. 
Bendheim,  M.D.  (Phoenix);  W.  Albert  Brewer,  M.D.  (Phoe- 
nix); Orin  J.  Famess,  M.D.  (Tucson);  Ray  Fife,  M.D.  (Phoe- 
nix); Richard  B.  Johns,  M.D.  (Phoenix);  Howard  W.  Kimball, 
M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson);  George 
G.  McKhann,  M.D.  (Phoenix);  Herman  S.  Rhu,  M.D.  (Tuc- 
son); Paul  J.  Slosser,  M.D.  (Yuma);  Gharles  A.  L.  Stephens, 
M.D.  (Tucson);  Lowell  C.  Wonnley,  M.D.  (Phoenix). 
PROFESSIONAL  LIAISON  COMMITTEE:  Ben  B.  Frissell,  M.D., 
Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  William  G.  Payne,  M.D.  ("Tempe); 
Harold  J.  Rowe,  M.D.  (Tucson);  Delbert  L.  Secrist,  M.D. 
(Tucson);  Hugh  M.  Smith,  M.D.  (Tucson);  Noel  G.  Smith, 
M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix);  Roy 
O.  Young,  M.D.  (Flagstaff). 

PUBLIC  RELATIONS  COMMITTEE;  Roland  F.  Schoen,  M.D., 
Chairman  (Casa  Grande);  Robert  H.  Bullington,  M.D.  (Phoe- 
nix); Howard  W.  Finke,  M.D.  (Superior);  Charles  H.  Fin- 
ney, M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas);  Ralph 
T.  Irwin,  M.D.  (Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix); 
John  F.  Kahle,  M.D.  (Flagstaff);  J.  Edwin  Keppel,  M.D. 
(Mesa);  Clarence  H.  Kuhlman,  M.D.  (Tucson);  W.  R.  Man- 
ning, M.D.  (Tucson);  Clarence  L.  Robbins,  M.D.  (Tucson); 
Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman  (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix); 
John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins,  M.D. 
(Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE;  Richard  O.  Flynn, 
M.D.,  Co-Chairman  (Tempe);  Clarence  E.  Yount,  Jr.,  M.D., 
Co-Chairman  (Prescott);  James  E.  Brady,  Jr.,  M.D.  (Tucson); 
Richard  E.  H.  Duisberg,  M.D.  (Phoenix);  Fred  L.  Goff, 
M.D.  (Douglas);  Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H. 
Landeen,  M.D.  (Tucson);  William  H.  Lyle,  M.D.  (Yiuna); 
Arthur  R.  Nelson,  M.D.  (Phoenix);  Darwin  W.  Neubauer, 
M.D.  (Tucson);  "Walter  M.  O’Brien,  M.D.  (Globe);  Edward 
Sattenspiel,  M.D.  (Phoenix);  Roland  F.  Schoen,  M.D.  (Casa 
Grande);  John  R.  Schwartzmann,  M.D.  (Tucson);  William 
B.  Steen,  M.D.  (Tucson). 
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Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  with  which 
Miltown  calms  tension  and  nervousness  has  been 
clinically  authenticated  by  thousands  of  physicians 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  meprobamate  is  still  the  most  widely 
prescribed  tranquilizer  in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or  the 
physician.  Small  wonder  that  many  physicians  have 
awarded  Miltown  the  status  of  a proven,  depend- 
able friend. 

Mil 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied ; 400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MHPROTAliS®— 400  mg.  unmarked,  coated 
tablets;  and  in  smtained-release  capsules  as 
mi;prospan®-4()()  and  meprospan®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

WAI.I.AC.K  l.ABOR.ATORIES 
V/a,  Cl  an  bury,  A',  J. 


Clinically  proven 
in  over  750 
published  studies 

Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 

Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 

Docs  not  muddle 
the  mind  or  al Icct 
normal  behavior 


CM*S644 
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WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1961-62  Board  Members 

President  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

President-Elect  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Avenue,  Salford,  Arizona 

1st  Vice  President Mrs.  Clare  W.  Johnson  (Mary  Ann) 

(Organization  and  Membership  Chairman) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

2nd  Vice  President  Mrs.  John  Kahle  (Rosemary) 

(Program  Chairman) 

2412  N.  Talkington,  Flagstaff,  Arizona 

Treasurer  Mrs.  Herbert  D.  Welsh  (Lynn) 

Route  8,  Box  18,  Tucson,  Arizona 

Recording  Secretary Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Gorresponding  Secretary  . . Mrs.  Bernard  W.  Simons,  Jr.  (Marjorie) 
3423  East  4th  St.,  Tucson,  Arizona 

Director  (1  year)  Mrs.  Robert  H.  Cummings  (Jerrye) 

5830  East  Arcadia  Lane,  Phoenix  18,  Arizona 

Director  (1  year)  Mrs.  Robert  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Director  (2  years)  Mrs.  William  D.  Nelson,  Jr.  (Ellen) 

2808  Vista  Lane,  Yuma,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1961-62 

American  Medical  Education  Fund  Mrs.  Max  Costin  (Kay) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

Bulletin  Mrs.  B.  E.  Lambrecht  (Lila) 

Box  1837,  Miami,  Arizona 
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When  patients  are  older,  debilitated,  or  just  plain  finicky 

...give  them  a vitamin  tablet  they  can 


This  is  just  another  “plus''  when  you  specify  an 
Abbott  Vitamin.  The  Filmtab  coating  cuts  tablet 
size  as  much  as  30% . Bulky  sugar  coats  and  sub- 
coats aren't  needed,  and  aren't  used. 

It  isn’t  very  hard  to  prove  this  point  of  compact- 
ness. You  can  check  it  for  yourself  in  seconds  by 
comparing  the  Filmtab  coated  products  on  the  fol- 
lowing page  with  any  similar  sugar-coated  tablets. 


Perhaps  you  may  wonder  how  a coatin  c i n’ ■ : i ; 
scopically  thin  can  protect  the  stability  ol  a produei. 
The  fact  is  that  stability  is  actualiy  enhanced.  L'n- 
like  sugar  coatings,  the  Filmtab  covering  is  ap- 
plied without  water.  There  is  virtually  no  chance  of 
moisture  degradation  to  nutrients,  hi  shori.  Filmtab 
coatings  help  make  tablets  better: 
make  tablets  better  for  each  patient. 


iRKILMTAD  — r 


That’s  one  thing  about  Abbott  vitamins.  People  like  taking  them.  They’re  smaller.  You 


don’t  smell  and  taste  the  vitamins.  And,  the  bottle  stays  right  on  the  table.  Easy  to  take. 


ACTUAL  SIZE 
OF  EACH 
FILMTAB® 


DAYALETS®  Abbott’s 
multivitamin  formula. 


maintenance 


DAYALETS-M®  Abbott’s  maintenance 
vitamin-mineral  formula. 


Ideal  for  the  nutritionally  run-down,  or 
as  prophylaxis  for  people  who  are  on 
restricted  diets. 


OPTILETS®  Abbott’s  therapeutic  mul- 
tivitamin formula. 

OPTILETS-M®  Abbott’s  therapeutic 
vitamin-mineral  formula. 


Excellent  for  use  when  bodily  stresses 
and  requirements  are  increased,  as  in 
periods  of  illness  or  infection. 


SURBEX-T'^®^  Abbott’s  high-potency 
B-Complex  formula  with  500  mg.  of 
vitamin  C. 

SUR-BEX®  WITH  C Smaller  dosage 
of  the  essential  B-Complex  and  C. 

For  the  build-up  in  convalescence. 
Therapeutic  replenishment  in  the  eas- 
iest manner  possible. 

Attractive  daily- 
reminder  table  bottles 
at  no  extra  cost. 

Vitamins  by  Abbott 


FILMTAB  — FILM-SEALED  TABLETS,  ABBOTT. 


TM  —TRADEMARK 
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THESE  23,000 
PEOPLE  IN 
ARIZONA  NEED 
MEDICAL  HELP 


{Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Arizona  there  are  at  least  23,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK: 

UBRHJM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHARILITATION  OF  THE  PROBLEM  DRINKER 


During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 

laboratories 


LIBRIUM®  Hydrochloride  — 7-chlofO- 2- methyl. innino* 
5*phenyl-3H*l,4-benzodiozcpino  4-oxide  hydrochloride 

Division  of  Hoffmann-La  Roche  Inc. 
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A New  Concept  in  Convalescent  Care 

WHITE  ANGEI  INN 


The  sparkling  new  WHITE  ANGEL  INN  is  as  revolutionary 
as  a trip  into  space.  Its  backers  firmly  believe  that 
attractive,  happy  surroundings,  old-fashioned  kindness 
and  hospitality  are  needed  in  convalescent  care.  The 
White  Angel  Inn  has  been  erected  with  this  thought 
uppermost,  offering  an  inviting  "home-away-from- 
home"  for  56  patient-guests. 

After  a nationwide  survey,  Julius  Altschul,  President, 
ingenuously  incorporated  every  modern  convenience  in 
the  plans.  Each  room  has  its  own  bathroom.  Each  bed 
has  remote  control  TV,  radio  with  pillow  speaker  and 
its  own  private  pastel-toned  telephone.  There's  a modern 
nurse-patient  intercom  system  for  each  bed.  Carrier 
refrigeration  will  cool  in  summer  — heat  in  winter  in 
the  most  approved  scientific  way.  Comfortable  new 
furniture  of  the  latest  style  offers  different  color  com- 
binations pleasing  to  the  eye  in  every  room. 
Nothing  is  deemed  more  important  at  White  Angel  Inn 
than  food.  White  Angel  Inn  has  a cheerful  dining  room 
and,  like  some  of  our  famous  resorts,  also  offers  outdoor 
patio  dining.  Tray  service  in  the  rooms  is  always  avail- 
able, while  all  diets,  of  course,  will  be  supervised  by  a 

qualified  dietician. 

The  lovely  spacious  lounge  is  well  equipped  for  the 
guests  of  White  Angel  Inn  — color  TV,  card  tables, 
visiting,  reading,  writing  facilities,  piano,  etc.,  and  its 

own  private  sunny  patio. 

Flowers  and  landscapng  play  an  important  part  in  the 
beauty  of  White  Angel  Inn.  Those  who  visit  the  charming 
Inn  might  like  to  look  for  the  White  Angel  trademark 
cleverly  originated  by  Reg  Manning,  prominent  Pulitzer 
Prize  winning  cartoonist  and  a member  of  our  board. 
Mrs.  Helen  Haese,  Administrator,  comes  to  White  Angel 
Inn  from  Crippled  Children's  Hospital,  Dallas,  Texas,  after 
1 7 years  of  hospital  executive  posts.  Mrs.  Haese  heads 
the  friendly  professional  staff  of  interested  "White 
Angels".  Mrs.  Elizabeth  Macek,  R.N.,  is  Director  of 
Nursing  and  complete  therapy  service  will  be  under  the 
direction  of  John  A.  Julian,  Registered  Physical  Therapist. 

Rates  start  at  a modest  $12.50  daily,  including  rooms 
and  meals.  Doctor's  referral  is  required  for  admittance. 


CONVALESCENT 

□□  INN  □□ 


Phone  277-6651  or  write:  1845  East  Thomas  Rd.,  Phoenix 


relieve 


®is® 


^ distress  rapidly 


« relieve  sneezing^  runny  nose 

■ ease  aches  and  pains 

■ lift  depressed  feelings 

■ reduce  fever,  chills 

Far  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  J. 


capsules 

Cacti  COmrORTl  Copiulf  (ARtains.' 

CHIOS -rfilMf  row* <mj. 

(brand  of  chlorphinlramlnt  maltalti 

lolfcylamldt B.I3  6m. 

phlRACAtln O.IJ  6ni 

caffilar JO  mg. 

mrlhamphilamlnt  bgdrachlaridf I.IS  mg. 

aicorbic  acid SO  mg. 


available  on  prescription  only 


because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enough! 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheuma- 
toid symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the  joint  is  only  part  of  a whole 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  the 
symptom  may  also  be  bad  for  the  patient. 


Unsurpassed  ''General  Purpose'' and  "Special  Purpose"  Corticosteroid.. . 

Outstanding  for  Short-  and  Long-term  Therapy 


V 

Triamcinolone  Lederle 


(Knee  Joint,  Left : distal  end  of  femur;  Right:  proximal  end  of  tibia) 


ARISTOCORTis  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is  increased 
appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
disturbance  and  insomnia. 

ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  edema  — 
without  the  undesirable  psychic  stimulation  and  voracious  appetite. 

Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  com]iletc  infoim.ition  on  indications, 
dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Oepai  tment. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  ■ Pearl  River,  New  York 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30 
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Ilosone^works 


Through  the  years,  Ilosone  has  built  an  impressive  record  as  an  effective  antibiotic 
in  common  bacterial  respiratory  infections.  Numerous  published  clinical  studies 
attest  to  excellent  therapeutic  response  with  Ilosone.  Decisive  recovery  has  become 
a matter  of  record. 


Efficacy  of  propionyl  erythromycin  and  its  lauryl  sulfate  salt  in  803  patients  with  common 
bacterial  respiratory  infections 


92.3% 

235  patients 

88.3% 

317  patients 

^.3%" 

85  patients 


» 88.6%*- 

166  patients 


Tonsillitis* * 

Acute  Streptococcus 
Pharyngitis* 

Bronchitis*  (Bacterial  Complications) 


Pneumonia* 


*References  supplied  on  request. 


The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg. 
per  pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every 
six  hours. 


For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage  is  2,50  mg.  every 
six  hours. 

In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Ilosone  is  available  in  three  convenient  forms:  Pulvules® — 125  and  2,50  mg.f;  Oral 
Suspension — 12,5  mg.f  per  5-cc.  teaspoonful;  and  Drops — 5 mg.f  per  drop,  with 
dropper  calibrated  at  25  and  50  mg. 

Product  brochure  available;  write 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana 

tBase  equivalent 

Ilosone®  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

132641 
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The  Use  of  Limited  Surgery  and 
Maintenance  Chemotherapy  for  the 
Management  of  Certain  “Inoperable”  Tumors 

Jeanne  C.  Bateman,  M.D. 


This  approach  to  a difficult  and  at  times  insurmountable  problem  necessitates 
a difference  in  philosophy  of  handling  the  patient.  However,  these  results  neces- 
sitate a review  of  Dr.  Batemans  management  of  these  patients,  for  her  res^ults 
apparently  offer  useful  life  for  a prolonged  period  in  some  cases. 


BOTH  THE  physician  and  the  laymen  know 
too  well  the  expression  of  futility  which  ac- 
companies the  remark  “the  patient  was  opened 
and  closed”  or  “the  doctor  removed  all  the 
tumor  he  could.”  Even  local  X-ray  treatment 
cannot  be  expected  to  cure  the  patient  with  an 
irresectable  neoplasm.  In  the  light  of  our  present 
knowledge  regarding  cancer  cell  dissemination 
it  is  to  be  expected  that  surgical  manipulation 
accelerates  a process  which  is  already  in  opera- 
tion. Even  tho’  palliation  of  the  local  lesion 
were  to  be  achieved  in  some  manner  distant 


Address  presented  at  the  Ninth  Annual  Cancer  Seminar,  Ari- 
zona Division,  American  Cancer  Society,  January  12,  19fil, 
Tucson,  Arizona. 

Washington  Hospital  Center,  Washington,  D.  C. 


metastases  would  prove  lethal.  However,  al- 
though we  do  not  as  yet  have  a cancer  cure, 
certain  chemotherapeutic  agents  have  recently 
become  available  which  have  altered  the  grim 
outlook  for  many  so-called  hopeless  cancer  cases. 

Firstly,  let  us  review  certain  facts  which  ar;- 
of  importance  in  cho^notherapy; 

1.  A tumor  must  be  rcsponsi\c  to  a t hemo- 
therapeutic  agent  in  human  ttilcratcd  (.loses. 

2.  The  chemotherapeutic  agent  must  reach  the 
cancer  cells  in  a conct'ntration  sullieient  tc 
destroy  the  latter.  A tumor  nodnh'  m;i\  In-  less 
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vascular  than  surrounding  normal  tissue. 

3.  Circulating  cancer  cells  such  as  those  which 
are  shed  by  all  tumors  which  invade  capillaries 
and  venules  and  which  tend  to  be  increased 
at  the  time  of  tumor  manipulation  are  probably 
more  sensitive  to  any  chemotherapeutic  agent 
than  are  those  cancer  cells  which  have  become 
securely  implanted. 

4.  Perhaps  over  99%  of  cancer  cells  fail  to 
survive.  However,  it  has  been  demonstrated  that 
the  number  of  “takes”  is  proportional  to  the 
number  of  circulating  cancer  cells. 

5.  It  has  been  demonstrated  experimentally 
that  tumor  cells  in  the  blood  stream  become  fixed 
extravascularly  within  4-6  hours. 

As  has  been  stated  we  do  not  have  any  chemo- 
therapeutic agents  yet  available  which  can  be 
called  curative.  A practical  anticancer  drug  then 
must  be  one  which  can  be  tolerated  over  a long 
period  of  time  by  the  patient.  Cancer  patients 
will  not  continue  to  return  for  therapy  which 
makes  them  extremely  sick  any  more  than  the 
pernicious  anemia  patients  could  force  them- 
selves to  eat  several  pounds  of  liver  per  day 
to  keep  alive  in  the  pre-liver  extract  days.  Most 
of  our  presently  available  chemotherapeutie 
drugs  are  clinically  toxic;  a number  produce 
severe  nausea  and  vomiting;  others  cause  alo- 
pecia. These  symptoms  may  be  reversible  with 
cessation  of  treatment.  However,  eessation  of 
treatment  usually  is  accompanied  by  accelera- 
tion of  tumor  growth.  Although  many  oneolytic 
drugs  are  tissue  vesicants  and  produce  serositis 
and  fibrosis  unless  injected  into  blood  vessels, 
a number  including  cytoxan,  nitromin  and  tri- 
ethylene  thiophosphoramide  (better  known  as 
Thio  TEPA)  can  be  injected  directly  into 
tumors  and  other  tissues.  Such  adaptability  per- 
mits approximately  double  the  dose  which  can 
be  administered  by  vein.  A practical  chemo- 
therapeutic agent  must  have  a fairly  long  action 
so  that  prolonged  intervals  between  administra- 
tion will  be  compatible  with  a patient’s  normal 
activities.  It  must,  in  addition,  also  have  a pre- 
dictable and  controllable  hematologic  effect. 

Until  a few  years  ago  the  prognosis  of  the 
patient  with  ovarian  carcinoma  which  had  ex- 
tended beyond  the  confines  of  the  ovaries  was 


so  poor  that  even  with  X-ray  therapy  the  one- 
year  survival  was  only  19%. 

In  March  1954,  B.  K.,  a 60  year  old  woman, 
presented  herself  to  the  clinic  with  a mass  in 
the  right  supraelavieular  fossa.  Needle  aspira- 
tion biopsy  of  the  mass  proved  it  to  be  metastatic 
papillary  adenocarcinoma  similar  to  an  ovarian 
tumor  previously  resected.  We  were  currently 
interested  in  the  loeal  injection  of  chemothera- 
peutic drugs  and  decided  to  see  what  response 
could  be  achieved  in  this  manner;  40  mg.  of 
Thio  TEPA  were  injected  into  the  mass  on 
Mareh  19th.  In  three  weeks  the  mass  had  almost 
disappeared. 

This  observation  stimulated  us  into  starting 
a series  of  patients  with  ovarian  carcinomatosis 
on  a chemotherapy  program.  As  time  went  on 
we  learned  that  therapy  had  to  be  continued 
in  order  to  maintain  control.  However,  we  also 
learned  that  such  therapy  could  be  managed  on 
an  outpatient  basis  and  was  therefore  compatible 
with  a near  normal  existence  for  the  patient. 
Furthermore,  it  gradually  became  apparent  that 
injection  of  drug  into  the  main  mass  of  disease 
gave  best  results  not  only  in  regressing  the 
injected  tumor  but  it  also  resulted  in  regression 
of  other  metastatic  sites  in  the  same'patient. 

Review  of  96  patients  with  irresectable  or  only 
partially  resectable  ovarian  cancer  who  were 
started  on  maintenance  chemotherapy  at  the 
time  of  surgery  or  shortly  thereafter,  revealed 
that  survival  time  was  appreciably  better  than 
similar  patients  treated  by  surgery  and/or  X- 
radiation  only.  The  one  year  survival  in  our 
series  is  59%  as  compared  to  that  of  19.1% 
reported  in  the  Connecticut  State  Statistics.  Both 
groups  have  been  evaluated  by  the  same  cumu- 
lative life  table  analysis.  We  have  been  quite 
intrigued  by  the  similarity  of  the  5 year  figure 
to  the  3 year  figure  and  would  like  to  think 
we  could  use  the  word  “cure”  here.  At  this  time 
we  don’t  however,  and  our  patients,  like  our- 
selves, are  permitted  to  use  the  word  “control” 
only!  Two  examples  of  good  control  follow: 

M.  P.,  a 69  year  old  lady,  had  resection  of 
papillary  adenocarcinoma  of  the  ovary  in  De- 
cember 1952.  Four  months  later  she  was  re- 
operated for  recurrence,  generalized  seeding  of 
the  pelvic  peritoneum  was  noted  wdth  angulation 
and  infiltration  of  both  ureters  and  the  bladder 
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base.  12  radon  seeds  were  implanted.  In  De- 
cember 1953  a colostomy  was  done  to  relieve 
intestinal  obstruction  caused  by  pressure  of  an 
extrinsic  mass.  The  patient  had  given  up  a job 
in  New  York  and  had  been  sent  to  Washington 
to  spend  her  few  remaining  days  with  her 
daughter.  Maintenance  chemotherapy  with  Thio 
TEPA  given  by  the  intravenous  route  resulted 
in  clinical  improvement.  Only  when  the  drug 
was  injected  by  the  vaginal  route  did  the  pelvic 
mass  shrink.  The  colostomy  was  closed  in  May 
1954.  The  patient  had  gained  25  pounds  by 
October  1954  and  was  able  to  make  a bus  trip 
to  Iowa.  Chemotherapy  was  administered  chiefly 
by  the  transvaginal  route  at  increasingly  long 
intervals;  i.e.,  up  to  four  weeks.  One  year  ago 
therapy  was  changed  to  the  oral  route.  There 
is  no  evidence  of  disease  seven  years  after  in- 
stitution of  chemotherapy. 

F.  D.,  a 58  year  old  lady,  developed  a “bad 
cold”  in  March  1957  complicated  by  chest  pain. 
In  May  a chest  X-ray  revealed  pleural  effusion 
which  recurred  in  spite  of  repeated  chest  taps. 
She  was  hospitalized  and  a laparotomy  in  August 
1957  revealed  carcinoma  of  both  ovaries  with 
metastases  throughout  the  abdomen  and  in  the 
liver.  The  prognosis  appeared  so  poor  that  the 
family  at  first  was  reluctant  to  accept  chemo- 
therapy and  thereby  have  the  patient  become 
aware  of  her  diagnosis.  This  patient  required 
only  two  more  chest  taps  with  injection  of  50 
and  35  milligrams  of  Thio  TEPA  respectively. 
There  has  never  been  any  recurrence  of  pleural 
effusion.  Chemotherapy  was  maintained  by  the 
intra-abdominal  route,  the  dose  being  guided 
by  the  white  blood  cell  count.  The  patient  was 
discharged  from  the  hospital  and  treatment  has 
continued  on  an  outpatient  basis.  She  shows  no 
evidence  of  disease  3Vz  years  after  institution  of 
chemotherapy  and  is  leading  a very  active  life. 

The  cell  type  seems  to  be  unrelated  to  the 
response  to  chemotherapy  by  ovarian  cancer. 
Approximately  one  out  of  three  of  these  patients 
will  respond  incredibly  well,  regardless  of  path- 
ology type.  One-third  will  demonstrate  a limited 
or  no  response  for  reasons  which  are  not  evident. 
It  is  dangerous  to  assume  that  this  disease  is 
controlled  too  soon.  We  have  learned  that  to  be 
safe  therapy  should  be  given  once  weekly  for 
one  year  after  which  the  interval  may  gradually 
be  prolonged  provided  that  the  patient  is  doing 


well. 

Carcinoma  of  the  pancreas  has  an  even  poorer 
prognosis  than  the  ovarian  carcinoma.  Both  of 
these  tumors  are  difficult  to  diagnose  until  they 
are  incurable  by  surgery.  The  short  survival 
times  following  diagnosis  are  frequently  miser- 
able and  pain-ridden.  Our  observations  in  a 
limited  series  of  15  patients  with  carcinomatosis 
secondary  to  pancreatic  cancer  has  left  us  with 
the  distinct  impression  that  chemotherapy  should 
be  instituted  at  the  time  of  surgery  and  given 
to  tolerance  in  all  such  cases. 

In  our  15  cases  partial  resection  of  tumor  was 
achieved  in  one,  recircuiting  procedures  in  6 
cases,  exploratory  and  biopsy  in  6 cases.  One 
individual  who  was  treated  following  demon- 
stration of  cancer  cells  in  pleural  fluid  and 
another  after  biopsy  of  a submental  node  were 
diagnosed  at  autopsy.  One  patient  only  received 
chemotherapy  at  the  time  of  surgery.  In  the 
others  intervals  ranging  from  5 days  to  4 months 
elapsed  before  the  institution  of  treatment.  In 
spite  of  this  handicap,  survival  time  was  im- 
proved over  that  which  can  be  anticipated  ac- 
cording to  the  Connecticut  State  Statistics. 

CARCINOMA  OF  PANCREAS  WITH  REMOTE 
METASTASES.  PER  CENT  SURVIVAL  AS 
CALCULATED  BY  LIFE  TABLE  METHOD 

3 months  6 months  I year 
Author*  73.0  44.0  11.0 

Conn.  State  16.1  6.2  1.1 

*15  cases  treated  with  triethylene  thiophosphora- 
mide  given  by  intratumor  and  oral  routes. 

Following  an  initial  dose  of  Thio  TEPA  of 

45-60  milligrams  (the  lower  dose  being  used  for 
poor  risk  cases)  therapy  was  continued  at  one 
to  two  week  intervals  and  the  dose  of  drug 
determined  by  a pretreatment  w'hite  blood  count. 
A few  patients  were  treated  at  one  week  interx  als 
by  direct  injection  into  tumor  sites  and  if  this 
was  not  possible  the  same  dose  of  drug  was 
given  by  mouth. 

Cytoxan  or  5-FIuorouracil  could  b('  usc'd  willi 
probably  equal  elfectiveness  but  (lie  ((muIcucn 
of  both  of  these  agents  to  cause'  alopecia  and 
the  high  incidence  of  nausea  associateil  with 
5-Fluorouracil  has  made  us  reluctant  te)  emplo\ 
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them  in  patients  in  whom  therapy  had  to  be 
maintained  indefinitely,  and  who  often  were 
already  quite  miserable. 

Five  patients  in  our  group  returned  to  whole 
or  part  time  work;  one  enjoyed  an  extended 
vacation.  An  example  of  chemotherapeutic  con- 
trol follows: 

B.  F.,  a 65  year  old  woman,  had  suffered  from 
increasing  abdominal  discomfort  for  one  year 
during  which  time  she  was  treated  with  tran- 
quilizers and  hormones.  On  March  24,  1960  an 
exploratory  laparotomy  revealed  earcinoma  of 
the  pancreas  involving  the  transverse  colon,  the 
jejunum,  the  omentum,  the  origin  of  the  superior 
mesenteric  vessels  and  the  abdominal  wall.  A 
biopsy  was  taken  and  60  mg.  of  Thio  TEPA 
were  injected  into  the  tumor.  Subsequently  the 
patient  received  weekly  injections  of  drug  into 
the  upper  abdomen  until  May  6th  at  which  time 
oral  therapy  was  instituted.  To  date  the  patient 
has  had  a total  dose  of  413  mg.  of  drug.  Sup- 
plementary therapy  with  small  doses  of  cortisone 
had  to  be  changed  to  Aristocort  because  of  an 
adverse  psychological  effect  from  the  latter.  The 
patient  enjoys  normal  activity  and  has  gained  13 
pounds  and  there  is  no  demonstrable  disease  at 
this  time  almost  eight  months  after  institution 
of  chemotherapy  at  surgery. 

The  prognosis  of  adeocarcinoma  of  the  kidney 
is  unpredictable  since  small  tumors  may  metas- 
tasize widely  and  large  tumors  may  be  present 
for  many  years  without  evidence  of  metatases. 
It  has  been  emphasized  that  15  to  50%  of  the 
patients  who  do  survive  5 years  develop  re- 
currences after  that  period.  Furthermore,  in  spite 
of  the  occasional  spectacular  long  term  survival 
it  is  not  possible  to  ignore  the  fact  that  including 
all  cases  of  renal  neoplasms,  early,  late  and  in- 
operable, the  overall  5 year  survival  is  only  20%. 
The  prognosis  for  epidermoid  carcinoma  of  the 
renal  pelvis  is  invariably  very  poor  and  in  two 
reported  series  there  were  no  5 year  survivals. 

Oberkircher,  O.  J.  Staubitz,  W.  J.  Blick, 
M.  S.  Squamous  Cell  Carcinoma  of  the 
Renal  Pelvis.  J.  Urol.  66:  551-560.  1951. 
Gahagan,  W.  Q.,  Reed,  W.  K.  Squamous 
Cell  Carcinoma  of  the  Renal  Pelvis:  3 Case 
Reports  and  Review  of  the  Literature.  J. 


Urol.  62:  1.39-151.  1949. 

Because  of  the  focus  centered  on  the  oc- 
casional long  survival  it  is  difficult  to  arouse 
interest  in  the  80%  five  year  survival  failures 
and  chemotherapy  has  usually  been  reserved 
for  extremely  advanced  metastatic  renal  car- 
cinoma. Because  of  the  mass  of  disease  present 
and  because  post  X-ray  fibrosis  often  precludes 
adequate  penetration  of  drug  into  a tumor  site 
results  of  chemotherapy  have  been  somewhat 
discouraging.  In  our  own  patients  we  have  noted 
varying  degrees  of  pain  relief,  improvement  in 
well-being,  regression  of  pulmonary  nodules  as 
well  as  regression  in  signs  and  symptoms  of  cen- 
tral nervous  system  metatases.  For  these  reasons 
it  has  seemed  logical  to  start  maintenance  chemo- 
therapy at  the  time  of  surgery  at  least  in  patients 
whose  prognosis  is  guarded  because  of  extent 
of  disease,  blood  vessel  invasion  or  spillage  of 
tumor  during  operation.  Our  series  is  small 
but  rather  interesting  and  I’d  like  to  illustrate 
my  remarks  by  describing  three  cases: 

R.  C.,  a 57  year  old  art  museum  guard,  ex- 
perienced intermittent  hematuria  for  two  weeks 
prior  to  hospital  admission.  On  March  25,  1957 
a left  nephrectomy  was  done.  During  surgery 
part  of  the  capsule  was  torn  and  left  behind. 
From  April  4th  to  August  5th,  1957  a total  dose 
of  290  mg.  of  Thio  TEPA  was  injected  into  the 
surgical  site  at  one  to  three  week  intervals.  At 
the  end  of  this  time  the  patient  felt  so  well 
that  he  voluntarily  stopped  treatment.  In  March 
1959  ( 19  months  later ) the  patient  developed 
left  flank  muscle  spasm  and  a “lump”  in  this 
region.  Surgical  resection  of  the  tumor  was 
achieved  in  July  but  was  followed  by  severe 
pain  which  radiated  down  the  left  leg.  There 
was  marked  tenderness  in  the  sacral  region. 
Chemotherapy  was  re-instituted  with  local  in- 
jections of  Thio  TEPA  into  a left  flank  mass. 
There  was  some  regression  of  the  mass.  How- 
ever, by  October  1959  X-rays  demonstrated 
osteolytic  destruction  involving  the  first,  second 
and  third  lumbar  vertebrae.  X-ray  therapy  pro- 
duced minimal  transient  relief  of  pain  only.  The 
patient  expired  miserably  on  November  23,  1959, 
32  months  after  his  first  operation.  This  case 
illustrates  the  difficulty  in  the  management  of 
advanced  metastatic  renal  carcinoma. 

A case  with  an  initial  much  poorer  prognosis 


Vol.  18,  No.  11 


Arizona  Medicine 


291 


due  to  the  histological  cell  type  is  now  presented. 

R.  S.,  a 53  year  old  machinist,  gave  a history 
of  painless  hematuria  in  1946  and  resection  of 
some  type  of  bladder  tumor.  On  June  20,  1956 
there  was  massive  hematuria.  A right  nepherec- 
tomy  was  achieved  on  June  26.  During  surgery 
the  patient  hemorrhaged  and  went  into  shock. 
Pathological  examination  revealed  a papillary 
epidermoid  carcinoma  with  invasion  of  the  wall 
of  the  renal  pelvis;  the  stump  of  the  ureter  was 
filled  with  tumor.  Chemotherapy  with  Thio 
TEPA  was  instituted  on  June  28th  and  main- 
tained at  intervals  gradually  increasing  from  one 
to  four  weeks.  The  patient  had  received  a total 
dose  of  1564  mg.  by  December  10,  1960.  Small 
doses  of  cortisone,  i.e.,  12.5  mg.,  once  or  twice 
daily  and  adrenocorticotropic  hormone  40  units 
by  intramuscular  injection  on  days  of  chemo- 
therapy have  been  used  as  supplemental  therapy 
in  order  to  give  maximum  protection  to  bone 
marrow.  The  white  blood  cell  count  has  been 
maintained  between  3-and  5,000;  the  hemoglobin 
between  11  and  15  gms.  % on  this  schedule.  The 
patient  has  lost  no  time  from  work  since  his 
initial  surgery  and  shows  no  sign  of  recurrence 
4V2  years  following  institution  of  chemotherapy. 

Another  case  of  renal  carcinoma  complicated 
by  pregnancy  is  presented : 

L.  B.,  a 24  year  old  woman,  noted  an  upper 
abdominal  mass  in  July  1957  during  her  first 
pregnancy.  On  September  26th  resection  of  a 
football  sized  tumor  was  achieved  and  a path- 
ology diagnosis  of  clear  cell  carcinoma  of  the 
kidney  was  made.  Because  there  had  been  some 
spillage  of  tumor  cells,  chemotherapy  by  local 
injection  of  Thio  TEPA  was  instituted  on  Sep- 
tember 28,  1957  and  maintained  at  1 to  2 week 
intervals  until  February  11,  1958.  At  that  time 
the  patient  was  delivered  of  a healthy  baby  boy. 
Chemotherapy  was  resumed  and  because  the 
patient  was  doing  well  it  was  changed  on  De- 
cember 18,  1958  to  the  oral  route.  (5  mg.  to 
four  times  weekly  depending  on  the  white  blood 
cell  count.)  The  patient  has  received  a total  of 
1430  milligrams  of  drug  and  at  this  time,  39 
months  postoperatively,  there  is  no  evidence  of 
recurrence.  The  baby  is  healthy. 

These  observations  are  limited,  but  suggest: 


1.  Early  use  of  maintenance  chemotherapy 
in  prognostically  poor  renal  cancer  may  help 
to  improve  the  80%  five  year  failure  rate. 

2.  Maintenance  chemotherapy  is  practical  and 
compatible,  when  properly  managed,  with  nor- 
mal activity. 

All  doctors  see  at  some  time  the  patient  with 
a far-advanced,  “inoperable”  breast  tumor  who 
has  delayed  seeking  help  because  of  shyness, 
fear  or  because  she  has  observed  others  die 
quickly  following  cancer  surgery.  X-ray  therapy 
is  used  in  this  type  of  patient,  not  infrequently 
with  impressive  local  results  only  to  have  the 
patient  die  soon  thereafter  with  distinct  metas- 
tases.  In  many  cases  limited  surgery  with  simul- 
taneous institution  of  maintenance  chemotherapy 
can  be  used.  The  surgery  removes  a nursing 
problem;  chemotherapy  is  useful  in  destroying 
local  residual  diseases  as  well  as  in  controlling 
distant  metastatic  implants. 

Following  are  the  observations  on  11  such 
patients,  only  two  of  whom  had  had  previous 
therapy  (X-ray  in  one  and  Hoxsey  in  another). 
There  was  ulceration  in  7,  fixation  to  skin  with 
impending  ulceration  in  4,  bleeding  in  2,  a 
large  axillary  mass  in  9,  edema  of  the  arm  in 
2,  lung  metastases  in  3,  bone  metastases  in  2 
and  hepatic  metastases  in  one.  A limited  radical 
procedure  was  done  in  one;  a simple  mastectomy 
in  9 and  local  excision  in  one.  Chemotherapy 
with  Thio  TEPA  was  begun  one  to  ten  days 
prior  to  surgery  in  four;  at  the  time  of  surgery 
in  seven  and  subsequently  administered  at  one 
to  four  week  intervals  to  hematopoietic  tolerance. 
There  was  good  healing  in  all  cases.  Two  pa- 
tients are  alive  and  at  normal  activity  at  18 
and  51  months;  9 patients  expired  in  0.4  to  12.0 
months.  Causes  of  death  were  pulmonar\'  em- 
bolus 1,  congestive  heart  failure  2,  (brought  on 
by  failure  to  take  prescribed  digitalis  in  one), 
and  cancer  6.  One  case  is  gi\cn  in  detail; 

L.  F.,  a 59  year  old  woman,  noticed  a lump 
in  the  right  breast  in  the  Fall  ol  1954.  By  .Sep- 
tember 1955  it  had  ulcerated  and  llu'  patient 
was  forced  to  (luit  her  job.  When  first  si'i'u  iu 
February  1956  there  was  a prolilerati\  ulei'i- 
ated,  infected  20  cm.  mass  coxered  with  foul 
smelling  exudate  and  locatc'd  aboxa'  llu'  right 
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nipple.  There  was  some  puekering  of  the  tissue 
below  the  nipple,  indicative  of  lymphatic  in- 
vasion. 

Culture  revealed  a pyocaneous  infection  sensi- 
tive only  to  dihydrostreptomycin  which  was  ad- 
ministered. On  February  13th  50-mg.  of  Thio 
TEPA  were  injected  into  the  right  breast.  On 
February  14th  local  excision  of  the  mass  was 
achieved  and  closure  of  the  defect  was  done 
on  March  3rd.  The  patient  had  weekly  injections 
of  drug  into  the  region  of  the  scar  for  approxi- 
mately one  year  following  which  time  the  in- 
terval was  gradually  increased  to  four  weeks. 
The  patient  returned  to  work  shortly  after  her 
operation  and  has  no  evidence  of  cancer  today, 
4V2  years  after  institution  of  therapy. 

These  remarks  would  be  incomplete  did  I not 
mention  the  use  of  chemotherapy  for  prophylac- 
tic wound  and  blood  sterilization  at  the  time 
of  surgery  for  early  cancer.  The  growing  interest 
in  the  role  of  shed  cancer  cells  is  apparent  by 
the  number  of  articles  which  have  recently  ap- 


peared on  the  subject.  Cancer  cells  have  been 
isolated  from  the  peripheral  blood  of  patients 
with  neoplastic  disease,  from  the  veins  draining 
the  primary  tumor,  and  sometimes  from  the 
blood  of  patients  with  small  curable  lesions  as 
well  as  in  wound  washings.  Reduction  of  such 
cells  by  the  use  of  alkylating  agents  has  been 
achieved  not  only  in  animals  with  experimental 
tumors  but  also  in  human  cancer  patients.  More 
important,  evidence  is  beginning  to  appear  in- 
dicating that  the  recurrence  rate  of  cancer  can 
be  appreciably  affected  by  prophylactic  chemo- 
therapy administered  at  the  time  of  surgery 
for  resectable  tumors.  In  a recent  double  blind 
study  on  breast  cancer  the  recurrence  rate  at 
26  months  in  premenopausal  women  given  pro- 
phylactic Thio  TEPA  at  the  time  of  mastectomy 
was  5%  as  compared  to  54%  in  the  controls.  In 
the  postmenopausal  women  the  difference  al- 
though not  as  striking  was  still  impressive  namely 
11%  in  the  treated  as  compared  to  35%  in  the 
controls. 

Medical  World  News  1,  15:13.  Nov.  4, 1960. 


CHEMOTHERAPY  FOR  WOUND  AND  BLOOD  STERILIZATION 
AT  TIME  OF  SURGERY* 


Drug 

Route 

Average  Case 

Poor  Risk** 

Thio  TEPA 

Local 

60  mg. 

45  mg. 

IV 

0.2  mg./kg.  at  surgery  and 

on  1st  & 2nd  postop.  day 

CYTOXAN 

Local 

800  mg. 

600  mg. 

IV 

8 mg/kg  X 3 days 

4 mg/kg  X 3 days 

HN, 

IV 

0.2  mg/kg  then  0.1  mg/kg  on  1st  and  2nd  postop.  day 

*Single  dose  or  short  course  not  adequate  in  presence  of  residual  disease. 

**Patients  with  slowed  renal  excretion  due  to  physiological  age,  marked  debility, 
chronic  cardiovascular  renal  disease  and  shock. 


A number  of  drugs  can  be  used  as  wound 
and  blood  sterilizing  agents  and  dose  schedules 
are  listed  for  three  of  them. 

We  prefer  a single  dose  of  drug  to  be  used 
in  the  wound  at  the  completion  of  an  operation 
because  of  the  simplicity  and  possible  greater 
effectiveness  of  this  method.  Apparently  about 
one-half  the  dose  remains  locally  and  therefore 
can  act  as  a wound  sterilizer  while  one-half 
passes  into  the  circulation  where  it  can  come  into 


contact  with  circulating  cells.  We  tend  to  prefer 
Thio  TEPA  for  this  procedure  because  not  only 
is  it  nonvesicant  like  cytoxan  but  also  it  is  so 
soluble  that  6-cc  of  water  only  is  needed  to  dilute 
60  mg.  of  drug.  Let  me  re-emphasize  the  fact 
that  alkylating  agents  as  those  listed  must  be 
used  in  smaller  doses  in  patients  with  slowed 
renal  excretion  due  to  physiological  age,  marked 
debility,  chronic  cardiovascular  renal  disease 
and  shock. 
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Observations  on  22  consecutive  cases  of  breast 
cancer  treated  with  prophylactic  chemotherapy 
at  the  time  of  mastectomy  are  given  in  the  next 
table. 

Although  it  is  too  early  to  fully  evaluate  such 

PROPHYLACTIC  CHEMOTHERAPY  FOR  RESECTABLE 
MAMMARY  CARCINOMA 

CASES  22  Age  Range  29-82  years  (average  age  51  years) 

SURGERY;  Radical  18,  Simple  3,  Local  1* 

(1  node  3,  more  than  one  node  4) 

CHEMOTHERAPY  (Thio  TEPA)  40-115  mg.  given  as  follows: 

1 dose  (15),  2 doses  (3),  3 doses  (3),  4 doses  (1) 

Locally  20  patients;  I.V.  2 patients. 

FOLLOW  UP  No  evidence  distant  metastases  in  21  cases  (90.8%) 

In  6 to  48  months  (average  27). 

1 local  recurrence  (infiltrating  duct,  multiple  foci) 

Rx  with  X-ray  at  21  months.  No  evidence  disease  at  39  months. 

1 patient  expired  in  4.5  months  with  massive  hepatic  metatases. 

*82  WF  0.5  cm  mass  attached  to  skin,  nodes  positive,  local  excision  on  1-3-57.  Thio 
TEPA  locally  50  mg.  on  1-3-57;  40  mg.  on  1-8-57,  25  mg.  on  1-18-57.  No  evidence 
tumor  November  1960. 


WHITE  ANGEL  INN 

White  Angel  Convalescent  Inn,  1845  East  Thomas  Road,  Phoenix,  is  now 
receiving  patients,  only  on  referral  of  a doctor  of  medicine.  The  56  bed,  $500,000 
facility,  a project  of  Phoenix  business  men  headed  by  Julius  Altschul,  offers 
convalescent  care  to  patients  not  requiring  regular  hospitalization. 

Administrator,  Mrs.  Helen  Haese,  with  14  years  background,  comes  from 
Crippled  Children’s  Hospital  in  Dallas;  Mrs.  Elizabeth  Macek,  R.N.,  is  director 
of  nursing;  and  John  A.  Julian,  R.P.T.  will  direct  therapy  service. 

Incorporated  into  the  facility  are  indoor-outdoor  dining,  patio  and  other  lounge 
areas,  while  full  baths,  remote  control  TV,  radio,  intercom  system  and  telephone 
are  incorporated  into  each  of  the  delightfully  furnished  rooms. 


a study,  the  results  look  promising  indeed.  We 
therefore  can  look  to  chemotherapy  not  only  to 
improve  the  statistics  for  “early”  cancer  but  also 
to  extend  the  criteria  for  operability  in  advanced 
cancer. 
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Malignant  and  Semimalignant  Tumor  of  the 
Nasopharynx  and  Larynx:  Pathologic  Features 


Malcolm  B.  Dockerty,  M.D. 


- - ■ "n 

Using  the  material  seen  at  the  Mayo  Clinic,  the  malignant  neoplasms  of  the 
nasopharynx  and  lai'ynx  are  discussed  with  special  emphasis  on  incidence,  life 
history  and  prognosis  of  these  neoplasms. 


LAUNCHING  into  this  discussion  of  naso- 
pharyngeal and  laryngeal  cancers  I should  like 
first  to  re-emphasize  the  importance  of  securing 
a positive  biopsy  speeimen  before  proceeding 
with  treatment.  Some  of  the  lesions  which  gross- 
ly appear  to  be  malignant  are,  in  fact,  inflamma- 
tory. And  although  many  different  histologie 
types  of  cancer  respond  differently  to  irradia- 
tion, yet,  following  such  treatment,  all  tissues  re- 
moved may  eonsist  of  the  same  undiagnosable 
necrotic  cellular  debris. 

At  times  the  positive  biopsy  evidence  may  be 
secured  in  quite  a roundabout  way.  I recently 
reviewed  necropsy  material  from  a patient  who 
succumbed  nine  years  after  one  of  our  neuro- 
surgeons had  made  at  craniotomy  a gross  diag- 
nosis of  primary  pontine  glioma.  Nobody  likes 
to  “biopsy”  the  pons!  Roentgen  therapy  accord- 
ingly was  given  to  shrink  the  brain  stem  and 
maintain  patency  of  the  fourth  ventricle  and 
aqueduct.  After  nine  long  years  this  lifeline 
closed.  At  necropsy  the  brain  tumor  proved  to 
be  a nasopharyngeal  lympho-epithelioma  with 
intracranial  extension  through  the  foramen  lacer- 
um. 

Read  at  the  meeting  of  the  Arizona  Division  of  the  American 
Cancer  Society,  Phoenix,  Arizona,  January  14  to  16,  1960. 

Section  of  Surgical  Pathology,  Mayo  Clinic  and  Mayo  Founda- 
tion, Rochester,  Minnesota. 

The  Mayo  Foundation,  Rochester,  Minnesota,  is  a part  of  the 
Graduate  School  of  the  University'  of  Minnesota. 


This  is  an  example  of  a truly  back-door  ap- 
proach to  the  problem.  At  times  a side-door  ap- 
proach also  can  provide  surprises. 

Dr.  Comess,  Dr.  Beahrs,  and  I studied  1100 
patients  with  diagnosis  of  metastatic  carcinoma 
involving  cervical  nodes.  In  1000  of  these  the 
location  of  the  primary  growth  was  discovera- 
ble, and  the  nasopharynx  provided  its  expeeted 
share.  Among  the  remaining  100  cases,  careful 
study  revealed  no  evidence  of  a primary  focus. 
Yet  three  years  of  follow-up  unmasked  no  fewer 
than  17  nasopharyngeal,  tonsillar,  or  laryngeal 
growths  in  these  hundred  cryptic  cases.  As  a re- 
sult of  this  study  we  now  are  making  “blind” 
biopsies  of  the  nasopharynx  in  patients  present- 
ing with  this  type  of  cervical  nodal  problem.  In 
many  instances  we  are  uncovering  examples  of 
lymphoblastomas  and  allied  tumors  which  other- 
wise would  have  eluded  detection  — and  treat- 
ment — until  mueh  precious  time  had  elapsed. 

CANCER  OF  THE  NASOPHARYNX 

Normal  Histology.  — Classifications  of  primary 
epithelial  and  connective  tissue  tomors  of  the 
nasopharynx  make  more  sense  if  we  recall  cer- 
tain facts  of  the  normal  histology  of  this  region. 
The  anterior  and  upper  parts  are  covered  by 
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transitional,  stratified,  columnar,  ciliated  epi- 
thelium intermingled  with  mucous  glands,  some 
of  which  are  of  the  salivary  type.  The  lower  por- 
tions are  invested  with  squamous  epithelium 
which  sometimes  is  so  intimately  associated  with 
ridges  of  lymphoid  tissue  as  to  merit  the  desig- 
nation of  lymphoepithelium.  The  cells  of  the 
pharyngeal  and  tonsillar  foci  of  lymphoid  tissue 
show  metaplasia  toward  the  plasma  cell  type, 
and  the  whole  is  embedded  in  a loose  stroma  of 
fibrous  connective  tissue.  The  table  shows  a list- 
ing of  the  neoplasms  constructed  of  the  histo- 
logic building-stones  mentioned  above.  In  prac- 
tice the  differentiation  is  less  clear:  malignant 
neoplasms  of  the  nasopharynx  are  among  the 
most  commonly  misdiagnosed,  the  most  poorly 
understood,  and  the  most  pessimistically  regard- 
ed of  all  tumors  of  the  upper  respiratory  tract. 

Incidence  of  Cancer.  Cancers  of  the  naso- 
pharynx are  rare,  probably  accounting  for  less 
than  1 per  cent  of  all  cancers  after  allowance  for 
those  that  remain  undiagnosed.  In  the  Western 
Hemisphere,  squamous  and  transitional  cell  can- 
cers constitute  the  majority  of  the  lesions;  but 
among  Eastern  peoples,  particularly  Chinese  and 
Indonesians,  lympho-epitheliomas  and  lympho- 
sarcomas are  more  common.  In  the  city  of  Hong 
Kong,  lympho-epitheliomas  of  the  nasopharynx 
are  encountered  more  frequently  than  are  can- 
cers of  the  breast. 

The  etiology  of  these  lesions  is  obscure. 

My  colleagues  will  speak  of  the  interesting 
clinical  syndromes  evoked  by  these  growths.  Let 
us  now  examine  briefly  the  histopathologic  fea- 
tures displayed  by  the  tumors  listed  in  the  table. 

Epithelial  Tumors.  Squamous  Cell  Carcino- 
mas. — Hewing  to  the  line  in  diagnosing  epi- 
thelial tumors,  and  designating  as  “squames” 
only  those  which  exhibit  pearly-body  formation 
or  the  presence  of  kerato-hyaline  material,  one 
arrives  as  did  Scanlon,  Devine,  and  Woolner,  at 
an  incidence  of  20  per  cent.  Less  than  10  per 
cent  of  squamous  cell  tumors  are  strictly  and 
lastingly  localized;  and  though  only  35  per  cent 
involve  nodes  when  first  seen,  the  tendency  to 
compress  cranial  nerves  and  destroy  the  bones 
at  the  base  of  the  skull  is  greater  than  that  of 
the  other  types.  Such  squamous  cell  growths  ap- 
peared to  be  relatively  radioresistant,  in  our 


hands,  and  we  had  no  cures  among  patients  with 
this  type  of  lesion  in  a 5-year  period  of  study. 

Transitional  Cell  Carcinoma  and  Lympho-epi- 
thelioma.  — These  two  lesions  are  classed  to- 
gether because  their  separation  is  difficult  histo- 
logically and  they  seem  similar  in  their  life  his- 
tories, including  response  to  treatment.  Together 
they  comprised  66  per  cent  of  the  tumors  stud- 
ied. In  half  of  the  combined  group  the  exact 
point  of  origin  could  not  be  ascertained,  since 
the  tumors  were  bulky.  The  fossa  of  Rosenmiiller 
and  the  vault  of  the  nasopharynx  appeared  to 
share  a predilection  of  the  others.  Nodular  rath- 
er than  ulcerative,  these  types  involved  cervical 
nodes  in  80  per  cent  of  cases;  and  indeed,  cer- 
vical lymphadenopathy  was  the  primary  pre- 
senting complaint  in  more  than  half.  Involve- 
ment of  cranial  nerves  and  invasion  of  the  skull 
base  were  not  so  pronounced  as  with  squamous 
cell  cancers.  Five-year  survivals  were  in  the 
neighborhood  of  20  per  cent.  No  patient  sur- 
vived with  osseous  involvement  plus  cervical 
nodal  metastasis. 

It  was  of  extreme  interest  that  when  first  seen 
with  a carcinoma  of  the  nasopharynx  only  2 per 
cent  of  the  patients  exhibited  evidence  of  gen- 
eralized metastasis. 

Glandular  Neoplasms.  — Glandular  tumors  of 
a malignant  or  semimalignant  nature  comprise 
an  important  minority  of  the  neoplasms  found 
in  the  nasopharynx.  Only  a few  were  seen  in 
the  5-year  series  just  presented,  but  over  a long- 
er span  of  time  we  have  encountered  more  than 
a hundred  of  them.  Most  of  them  resemble  sali- 
vary glandular  growths;  and  with  the  exception 
of  a rare  papillary  mucous  adenocarcinoma  re- 
sembling colonic  adenocarcinoma  and  found 
mostly  in  the  nose,  they  probably  do  arise  from 
ectopic  salivary  glandular  tissue.  A few  others 
develop  from  mucous  glands. 

A myxoid  and  sometimes  cartilaginous  stroma 
containing  groups  of  glandular  cells  is  t’ound  in 
mixed  (semimalignant)  Inniors.  Thc>'  ar(>  prone 
to  recur  but  do  not  metastasize'  c'xeept  on  rare 
occasions  or  following  malignant  nu'tai'/lasia  after 
many  years  of  slow'  progressi\('  I'xixmsion.  be- 
semblance  to  mucocele  or  to  retropharx  ngeal 
abscess  can  be  so  striking  that  tiu'  diagnosis 
sometimes  is  made  onl\-  alti-r  tIu'  growth  has 


296 


Arizona  Medicine 


November,  1961 


been  “lanced.”  Havens  has  reported  recently  a 
series  of  42  pharyngeal  and  nasopharyngeal 
mixed  tumors  seen  at  our  clinic  and  has  dis- 
cussed transoral  and  lateral  approaches  for  their 
removal. 

Being  truly  malignant  glandular  tumors,  cylin- 
dromas must  be  distinguished  from  the  mixed 
tumors  with  which  they  formerly  were  confused. 
They  are  characterized  by  honeycombed  cylin- 
ders of  closely-packed,  small,  dark-staining  cells. 
Involvement  of  perineural  lymphatics  is  prac- 
tically pathognomonic  of  this  type  of  neoplasm, 
of  which  we  have  observed  10  nasopharyngeal 
examples.  They  recur  regularly  and  in  the  later 
stages  of  their  development  they  metastasize 
almost  regularly.  They  are  the  most  difficult  of 
all  glandular  tumors  to  eradicate. 

Miscellaneous  carcinomas  — mucoepidermoids, 
acinic-cell  carcinomas,  and  papillary,  mucous, 
and  other  adenocarcinomas  — are  found  occa- 
sionally as  primary  nasopharyngeal  new  growths. 

Connective  Tissue  Cancers.  Malignant  Lym- 
phoma (Lymphosarcoma).  — The  nasopharynx 
may  present  secondary  masses  in  cases  of  gen- 
eralized malignant  lymphoma  and  lymphatic 
leukemia.  Ordinarily  they  do  not  affect  the  over- 
all situation  unless  the  eustachian  tubes  are  ob- 
structed. Malignant  lymphoma  may  occur  also 
as  a primary  tumor  of  the  lymphoid  tissue  in 
this  region.  Such  tum.ors  are  in  fact  relatively 
frequent,  comprising  from  5 to  10  per  cent  of 
nasopharyngeal  malignant  lesions.  They  resemble 
lympho-epitheliomas  in  their  behavior,  and  even 
microscopically  the  two  lesions  may  be  difficult 
to  tell  apart.  (Five-year  survivals  were  25  per 
cent  in  our  series  of  cases. ) 

Plasma  Cell  Myelomas  — Patients  with  multi- 
ple myeloma  of  bone  sometimes  exhibit  masses 
in  the  upper  respiratory  passages.  However,  the 
literature  has  reference  to  some  150  cases  in 
which  the  nasopharyngeal  myeloma  apparently 
was  primary.  We  have  observed  15  examples  of 
this  situation.  Half  of  these  localized  lesions 
involved  adjacent  cranial  bones  by  contiguity 
and  half  appeared  to  exist  as  purely  soft  tissue 
neoplasms.  The  former  carried  a worse  prognosis 
than  did  the  latter;  but  in  both  categories,  long- 
term studies  often  disclosed  typical  disseminated 
myeloma  with  osseous  involvement. 


Others  — Fibrosarcoma,  angiosarcoma,  meso- 
dermal mixed  tumor,  and  rhabdomyosarcoma 
appear  occasionally  as  primary  soft  tissue  tumors 
in  this  region.  Cervical  chordoma  and  other 
malignant  bone  tumors  also  arise  occasionally. 
Sarcomas  of  the  nasopharynx  tend  to  develop  at 
younger  ages  than  do  the  carcinomas. 

CANCER  OF  THE  LARYNX 

Comparison  of  the  primary  malignant  neo- 
plasms of  the  larynx  with  those  of  the  naso- 
pharynx shows  that  the  laryngeal  types  are 
much  simpler  to  classify.  Ninety-five  per  cent 
of  these  growths  are  squamous  cell  cancers;  only 
5 per  cent  are  adenocarcinomas,  sarcomas,  and 
so  forth.  However,  the  growths  in  the  various 
segments  of  the  larynx  show  such  ranges  with 
respect  to  degree  of  aggressiveness  that  study 
of  this  problem  becomes  complex. 

Six  hundred  laryngeal  growths  observed  dur- 
ing a 5-year  period  at  the  Mayo  Clinic  were 
reviewed  by  Kuhn,  one  of  our  fellows  in  oto- 
laryngology, with  particular  attention  to  their 
metastasizing  capabilities.  Over-all,  the  incidence 
of  metastasis  was  31  per  cent.  Sixty-six  per  cent 
of  the  lesions  were  primarily  cordal,  and  two- 
thirds  of  these  were  actually  confined  to  the 
true  vocal  cords.  Fifteen  per  cent  of  this  cordal 
group  were  in  situ  cancers  often  associated  with 
leukoplakia.  None  of  the  in  situ  neoplasms 
metastasized,  but  seven  recurred  as  infiltrating 
lesions,  and  metastasis  occurred  once  from  an 
infiltrative  lesion  that  was  confined  entirely  to 
the  true  vocal  cord. 

Two  reasons  are  apparent  to  explain  the  low 
degree  of  aggressiveness  displayed  by  these  pri- 
mary cordal  growths ; ( 1 ) 80  per  cent  of  the 
lesions  were  of  low  grade  on  the  Broders  scale, 
and  ( 2 ) the  lymphatic  drainage  of  the  true 
cords  is  very  poor.  My  colleagues  will  emphasize 
these  points  in  the  section  on  treatment. 

When  tumors  primarily  cordal  extended  to 
involve  one  of  the  adjoining  zones,  such  as  the 
ventricle  of  the  larynx  or  the  subglottic  space, 
the  incidence  of  metastasis  was  30  per  cent;  but 
it  became  apparent  that  the  farther  from  the 
true  cords  a primary  laryngeal  cancer  was 
located,  the  greater  the  chance  for  involvement 
of  cervical  nodes.  The  rate  of  cervical  metastasis 
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was  60  per  cent  for  subglottic  tumors,  40  per 
cent  for  vestibular,  75  per  cent  for  epiglottic, 
and  80  per  cent  for  neoplasms  primary  in  the 
pyriform  sinus  and  postcricoid  areas.  Incidental- 
ly, tumors  in  the  latter  location  were  much  more 
common  among  women  than  among  men  and 
were  sometimes  associated  with  the  Plummer- 
Vinson  syndrome. 

Among  all  the  primary  extra-cordal  lesions,  the 
incidence  of  metastasis  was  57  per  cent.  An 
extra-cordal  location  correlated  with  high  de- 
grees of  anaplasia  on  the  Broders  scale  and 
with  extrinsic  involvement  other  than  by  means 
of  positive  nodes. 

Perhaps  we  should  make  special  mention  of 
squamous  cell  neoplasms  of  the  epiglottis.  They 
comprise  10  per  cent  of  primary  laryngeal 
tumors,  and  90  per  cent  of  them  are  found  in 
males.  The  vast  majority  arise  from  the  posterior 
surface  and  early  invade  its  lower  or  fixed  por- 
tion. Only  rarely  is  such  a growth  seen  in  its 
early  stages  when  the  free  fringes  of  its  margin 
or  tip  are  affected.  Cancers  of  the  epiglottis,  in 
contrast  to  those  of  true  vocal  cords,  are  ana- 
plastic on  the  Broders  scale  and  they  soon 
perforate  the  elastic  cartilage  to  invade  the  pre- 
epiglottic  space,  producing  cervical  nodal  in- 
volvement in  75  per  cent  of  cases  — often  bi- 


laterally. 

Laryngeal  malignancies  other  than  “squames” 
comprise  a small  segment,  often  appearing  in 
the  literature  as  individual  case  reports.  My 
colleague.  Dr.  Parkhill,  surveyed  our  clinic  series 
several  years  ago.  Among  the  tumors  in  her  group 
of  26  cases,  sarcomas  outnumbered  adenocar- 
cinomas in  the  ratio  of  4 to  1,  with  fibrosarcoma 
leading  the  list.  Cylindromas  made  up  the  ma- 
jority of  the  adenocarcinoma  group  and  all  were 
fatal.  In  one  case  of  malignant  melanoma  of  the 
larynx,  no  other  primary  source  could  be  de- 
fined. 

Malignant  and  Semimalignant  Tumors  of 
Nasopharynx:  Histologic  Types 

Epithelial 

Squamous  cell  carcinoma 
Transitional  cell  carcinoma 
Lympho-epithelioma 
Glandular  neoplasms 

Mixed  tumor  (semimalignant) 
Cylindroma 
Miscellaneous 
Connective  tissue 
Lymphosarcoma 
Myeloma 

Fibrosarcoma  and  others 


The  Association  of  American  Medical  Colleges  will  begin  accepting  1962 
applications  for  the  unique  foreign  fellowship  program  which  offers  future  Ameri- 
can physicians  an  opportunity  for  medical  study  in  underdeveloped  areas  of  the 
world.  For  the  third  year.  Smith  Kline  & French  Foreign  Fellowships  are  being 
offered  to  junior  and  senior  students  in  U.  S.  medical  schools.  Descriptive 
brochures  and  application  forms  have  been  mailed  to  all  deans,  states  Dr.  aid 
Darley,  Executive  Director  of  the  Association.  Doctor  Darley  emphasized  the 
closing  date  for  filing  applications  is  December  31,  1961. 

During  the  past  two  years  grata  totaling  some  $100,000  w'ere  made  to  59 
students  under  the  program. 
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blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 

Salutensirf 

(hydroflumethiazide,  reserpine,  protoveratrine  A— antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”')  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents^'® 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide’;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 
Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  Improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  Is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phila.,  1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  &.  Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 

Nickell,  J.:  Ant.  Med.  &.  Clin.  Ther.  6:461,  1959. 

all  the  antihypertensive  benefits  of  thiazide- 
rauwolfia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 
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11  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  BY  SERIAL  ADDITION  OF 
THE  INGREDIENTS  IN  SALUTENSIN  IN  A TEST  CASE 

(Adapted  from  Spiotta,  E.  J.:  Report  to  Department  of  Clinical  Investigation,  Bristol  Laboratories) 

SALUTENSIN 
(thiazide 
protoveratrine  A 
reserpine) 


mm 

Hg. 

190 


thiazide 


thiazide 

protoveratrine  A 

- ^ 


JAN.  FEB.  MARCH 

12  19  27  3 10  17  24  2 9 17  23  30 


3V2  weeks  to  lower  blood  pressure  to  desired  levels  using  SALUTENSIN  FROM 
THE  START  OF  THERAPY  IN  A “DOUBLE  BLIND”  CROSSOVER  STUDY 

Mean  Blood  Pressures— Systolic  (S)  and  Diastolic  (D) 


Placebo  Followed  by  Salutensin 
(22  patients) 

Salutensin  Followed  by  Placebo 
(23  patients) 

Placebo  Salutensin 

Before  After  Before  After 

Salutensin  Placebo 

Before  After  Before  After 

In  this  “double  blind”  crossover  study  of  45  patients,  the  mean  systolic  and  diastolic  blood  pres- 
sures were  essentially  unchanged  or  rose  during  placebo  administration,  and  decreased  markedly 
during  the  25  days  of  Salutensin  therapy.  (Smith,  C.  W.:  Report  to  Department  of  Clinical  Invests 
gation,  Bristol  Laboratories.) 

(,(  misToi.T 

BRISTOL  LABORATORIES/Div.of  Bristol-Myers  Co., Syracuse, N.Y. 
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Hysterectomy: 
Abdominal  or  Vaginal 


J.  G.  Moore,  M.D. 


1 <•"  The  choice  between  abdominal  and  vaginal  hysterectomy  should  not  be  viewed 
fi  competitively.  Each  method  has  its  indications  and  contraindications;  each  its 
advantages  and  disadvantages.  The  training  and  experience  of  the  operator  will 
^ determine  the  choice  in  those  patients  suitable  to  either  approach. 


THE  FIRST  successful  abdominal  hysterec- 
tomy was  an  unplanned  proeedure  performed  in 
June  of  1853  by  Walter  Burnham  of  Lowell, 
Massaehusetts.  He  had  operated  expecting  to 
find  a large  ovarian  cyst.  Upon  the  opening  of 
the  abdomen  the  patient  vomited,  uterine 
fibroids  extruded  and  they  could  not  be  re- 
jilaced.  Seemingly  against  his  better  judgment, 
Burnham  was  forced  to  do  a hysterectomy  and 
the  patient  lived. 

Three  months  later  the  first  deliberately 
planned  successful  hysterectomy  was  performed 
in  the  community  by  Gilman  Kimball.  Burnham 
later  performed  14  additional  hysterectomies 
and,  in  all,  only  3 patients  lived  beyond  the 
immediate  postoperative  period. 

During  the  same  decade  the  first  planned 
vaginal  hysterectomy  was  performed  for  simple, 
uncomplicated  uterine  prolapse.  It  was  carried 
out  by  Doctor  S.  Choppin  of  New  Orleans  in 
1861.  Prior  to  this  time  vaginal  hystereetomy 
had  been  attempted  as  early  as  1813  with 

Presented  at  the  Arizona  Chapter  of  the  American  College  of 
Surgeons’  Fall  Clinical  Congress,  Tucson,  November  18,  1960. 

From  the  Department  of  Obstetrics  and  Gynecology,  UCLA 
School  of  Medicine,  Los  Angeles  24,  California. 


eminently  unsuccessful  results.  These  procedures 
represented  heroie  but  futile  attempts  to  deal 
with  fungating  cervical  cancers  or  gangrenous, 
irreduceably  prolapsed  uteri.  Understandably  it 
was  not  until  1878  that  Czerny  performed  the 
first  successful  vaginal  hysterectomy  for  fibroids. 

From  these  dangerous  and  precarious  begin- 
nings, it  became  only  a matter  of  time  before 
the  advances  of  surgical  asepsis,  anatomic  sur- 
gery, and  anesthetic  methods  would  bring  some 
degree  of  safety  to  hysterectomy  as  a planned 
clinical  procedure.  Thus,  L.  A.  Stimson  of  New 
York  following  the  lead  of  Professor  J.  Mikulicz 
introduced  the  practiee  of  ligating  the  ovarian 
and  uterine  arteries  in  their  course  preliminary 
to  the  uterine  exeision.  With  this  advance  the 
hazardous  crushing  and  mass  ligation  of  the  eer- 
vical  stumy  was  in  large  part  eliminated.  The  re- 
finement of  peritonization  of  the  stump  is  large- 
ly credited  to  R.  Kaltenbach  and  to  T.  A.  Emmet 
v/ho  described  the  utilization  of  the  bladder 
peritoneum  for  peritonization.  The  historical 
features  of  the  development  of  hysterectomy 
as  a planned  procedure  are  superbly  documented 
in  Ricci’s  classic  volume,  “One  Hundred  Years 
of  Gynaecology.” 
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In  1881  E.  Bardenheiier  performed  the  first 
well-planned  total  hysterectomy  and  by  1892 
W.  M.  Polk  reported  17  abdominal  panhysterec- 
tomies for  fibroids  with  only  two  deaths.  Thus 
by  the  turn  of  the  century  hysterectomy  had 
achieved  a substantial  degree  of  professional 
acceptance.  Today  simple  total  hysterectomy 
claims  a respectable  operative  mortality  of  0.1 
per  cent. 

TABLE  I 

Landmarks  in  Development  of  Hysterectomy 

1853  — Walter  Burnham  — First  Successful  Ab- 
dominal Hysterectomy 

1853  — Gilman  Kimball  — First  Successful  Planned 
Abdominal  Hysterectomy 

1861  — S.  Choppin  — First  Successful  Vaginal 
Hysterectomy  for  Simple  Uterine  Prolapse 

1878  — V.  Czerny  — First  Vaginal  Hysterectomy 
for  Fibroids 

1880  — J.  Mikulicz,  L.  A.  Stimson  — Anatomical 

Principles  of  Vascular  Ligation 

1881  — B.  Bardenheuer  — First  Well  Planned  Total 

Hysterectomy 

1884  — T.  A.  Emmit,  R.  Kaltenbach  — Peritoniza- 
tion and  Management  of  the  Cervical 
Stump 

1892  — W.  M.  Polk  — 17  Total  Hysterectomies  with 
2 Operative  Deaths 

CHOICE  OE  PROCEDURE 

With  the  establishment  of  both  abdominal  and 
vaginal  hysterectomy  on  a safe  clinical  basis, 
the  choice  between  the  two  operative  approaches 
quite  naturally  becomes  the  subject  of  preferen- 
tial comparison.  Surgeons  generally  develop  a 
preference  of  one  approach  over  the  other.  Cer- 
tainly the  training  and  experience  of  the  indi- 
vidual operator  will  affect  his  choice  of  pro- 
cedure. It  naturally  follows  that  the  general 
surgeon  working  largely  in  the  abdomen  would 
feel  somewhat  less  comfortable  with  the  vaginal 
approach  than  would  the  gynecologist. 

Even  geographical  areas  become  noted  for  the 
choice  of  a particular  type  of  hysterectomy 
carried  out  by  its  medical  personnel.  Chicago, 
for  example,  has  become  known  among  gyne- 
cologists as  a medical  community  in  which  a 
larger  than  usual  percentage  of  vaginal  hysterec- 
tomies are  performed. 

While  preferences  develop  and  while  indi- 
vidual operators  may  feel  more  at  home  with 


one  approach  than  another,  the  choice  between 
abdominal  and  vaginal  hysterectomy  should  not 
be  viewed  competitively.  Each  has  its  advan- 
tages and  disadvantages,  but  more  important 
each  has  its  specific  indications  and  contra- 
indications. 

The  choice  between  vaginal  or  abdominal 
hysterectomy  should  be  based  not  so  much  on 
the  technical  preference  of  the  operator  but 
largely  on  the  clinical  findings  in  the  individual 
patient.  This  dissertation  concerns  the  choice  of 
operation  as  determined  by  the  clinical  problem 
at  hand. 

INDICATIONS 

When  a logical  choice  is  made  in  the  selection 
of  vaginal  or  abdominal  hysterectomy,  a large 
number  of  series  have  shown  comparable  mor- 
bidity and  mortality  rates.  Several  general  state- 
ments can  be  made  regarding  the  choice  of  ap- 
proach in  the  individual  patient  and  these  prin- 
ciples are  outlined  in  Tables  II,  III,  and  IV. 

TABLE  II 

Indications  for  Abdominal  Hysterectomy 

1.  Enlarged  Uterus 

2.  Uterine  Cancer 

Endometrial  Carcinoma 
Cervical  Carcinoma 

3.  Incidental  to  Adnexal  Excision 

Ovarian  Neoplasia 

Pelvic  Inflammatory  Disease 

Endometriosis 

4.  Functional  Uterine  Disease  Without  Vaginal 
Relaxation 

Recurrent  Menorrhagia 
Pelvic  Congestion 
Severe  Dysmenorrhea  Rare 

Extensive  Chronic  Cervicitis 

The  prime  indication  for  abdominal  hysterec- 
tomy is  the  large  uterine  myomata.  Certainly 
the  uterus  should  be  no  more  than  2-2V2  times 
the  normal  size  if  it  is  to  be  removed  vaginally. 
Of  course,  the  uterus  can  be  removed  by  mor- 
cellation  ( piece  meal ) if  it  is  too  large  to  be 
delivered  at  the  time  of  vaginal  hysterectomy. 
This  fragmentation  is  an  uncertain  procedure 
on  many  occasions  and  is  often  associated  \\  ith 
an  inordinate  blood  loss.  It  is  true  that  the 
vaginal  procedure  can  be  abandoned  if  neces- 
sary and  the  hysterectomy  completed  abdominal- 
ly, but  this  change  is  most  disaiipointing.  time 
consuming  and  the  operation  is  nsnalb  com- 
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pleted  under  uncertain  conditions  of  patient 
stability. 

Abdominal  hysterectomy  is  almost  always  the 
procedure  of  choice  for  either  cervical  or  en- 
dometrial cancer  when  hysterectomy  is  indicated. 
Generally,  however,  cervical  cancer  should  be 
treated  by  irradiation.  Total  hysterectomy  and 
bilateral  salpingo-oophorectomy  following  pre- 
operative irradiation  is  considered  the  preferred 
treatment  for  endometrial  cancer.  Since  the 
adne.xa  must  be  removed  and  since  it  is  manda- 
tory to  e.xplore  the  upper  abdomen,  abdominal 
hysterectomy  is  indicated  for  uterine  cancer. 

For  endometrial  cancer,  the  hysterectomy  must 
be  of  the  simple,  extrafacial  total  type.  The 
patient  whose  endometrial  cancer  extends  into 
the  cervix  must  be  treated  essentially  as  a patient 
with  cervical  cancer.  She  is  either  subjected  to 
full  cancericidal  irradiation  or  to  a radical 
hysterectomy. 

On  rare  occasions  the  patient  with  uterine 
cancer  may  be  treated  by  vaginal  hysterectomy. 
The  extremely  obese  woman  with  endometrial 
cancer  may  be  subjected  to  vaginal  hysterectomy 
with  removal  of  the  adnexa  by  this  route.  In- 
traepithelial cervical  cancer  can  be  managed 
by  vaginal  hysterectomy  just  as  well  as  by  the 
abdominal  approach,  indeed  preferably,  if  there 
is  some  vaginal  relaxation.  In  this  instance  it  is 
not  necessary  to  remove  the  adnexa. 

When  hysterectomy  is  done  as  a consequence 
of  bilateral  adnexal  excision  — and  the  uterus 
should  almost  always  be  removed  when  both 
ovaries  are  removed  — it  is  generally  associated 
with  endometriosis,  pelvic  inflammatory  dis- 
ease, or  ovarian  neoplasia.  These  conditions  re- 
quire sufficient  room  for  adequate  dissection, 
full  abdominal  exploration  is  desirable,  and  tech- 
nically the  vaginal  approach  is  not  feasible. 
There  are  occasional  instances  wherein  a small 
uterus  may  be  excised  vaginally  in  the  face  of 
minimal  endometriosis  or  an  inactive  hydrosal- 
pinx, but  these  are  generally  chance  findings 
and  not  part  of  the  planned  procedure. 

When  a relatively  small  uterus  ( less  than 
2-2V2  X the  normal  size)  is  to  be  removed  for 
functional  disease  and  there  is  no  associated 
vaginal  relaxation,  the  approach  is  generally  of 


the  abdominal  type.  These  indications  are  usu- 
ally associated  with  recurrent  unresponsive 
meno-metrorrhagia,  severe  and  extensive  chronic 
cervicitis,  pelvic  congestion,  or  severe  and  dis- 
abling dysmenorrhea.  Except  for  recurrent  men- 
orrhagia these  diagnoses  are  not  sound  indica- 
tions for  hysterectomy.  With  such  diagnoses, 
hysterectomy  is  considered  only  with  incapaci- 
tation and  in  the  age  group  of  the  late  thirties 
and  forties.  Vaginal  hysterectomy  without  vag- 
inal relaxation  is  also  somewhat  of  a therapeutic 
oddity  and  in  these  instances  the  hysterectomy 
is  more  logically  effected  by  the  abdominal  ap- 
proach. 

TABLE  III 

Indications  for  Vaginal  Hysterectomy 

1.  Uterine  Prolapse,  Postmenopausal 

2.  Vaginal  Relaxation,  with  Associated  Reason 
for  Hysterectomy 

Recurrent  Menorrhagia 
Intraepithelial  Carcinoma 
Dysmenorrhea,  Disabling 
Chronic  Cervicitis,  Severe 
? Sterilization 

3.  Benign  Uterine  Disease,  without  Relaxation 

Rarely  Indicated 

Most  surgeons  feel  that  a vaginal  hysterectomy 
with  a thorough  vaginal  plastic  repair  is  indi- 
cated in  the  menopausal  or  postmenopausal 
woman  suffering  with  a uterine  prolapse.  It  is 
the  prevalent  opinion  that  the  plastic  repair  can 
be  accomplished  just  as  well  during  the  course 
of  vaginal  hysterectomy  as  when  the  uterus  is 
preserved.  Many  feel  that  the  uterus  is  of  little 
value  in  this  age  group,  that  it  represents  a 
potential  site  of  cancer,  and  that  it  should  be 
removed  as  an  incidental  procedure  in  the  course 
of  a good  plastic  repair. 

On  the  other  hand,  there  are  those  who  feel 
that  there  is  less  vaginal  shortening,  fewer 
vaginal  strictures,  and  a better  functional  vagina 
results  if  a hysterectomy  is  not  done  as  part  of 
the  repair. 

There  is  something  to  be  said  for  each  point 
of  view.  Each  method  is  taught  in  recognized 
clinics  throughout  the  United  States.  A unani- 
mous dictum  however  is  that  abdominal  hysterec- 
tomy is  not  indicated  for  the  correction  of  simple 
uterine  prolapse. 

The  prime  indication  for  vaginal  hysterectomy 
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is  really  a double  indication.  It  should  include 
a symptomatic  vaginal  relaxation  and  a reason 
for  excising  the  uterus.  The  symptoms  of  the 
vaginal  relaxation  are  usually  stress  incontinence, 
bearing-down  feeling,  bulging  at  the  vagina, 
and  low  (sacral)  back-ache.  When  the  uterus 
is  not  enlarged,  the  usual  indication  for  hysterec- 
tomy is  recurrent  menorrhagia,  dysmenorrhea, 
and  possibly  grand  multiparity.  Often  hysterec- 
tomy in  the  presence  of  an  asymptomatic  vaginal 
relaxation  provides  an  acceptable  method  of 
sterilization  in  the  face  of  a large  family. 

TABLE  IV 

Factors  Which  Influence  the  Choice  of  Vaginal 
or  Abdominal  Hysterectomy 

Parity 

Obesity 

Previous  Pelvic  Survery 

Age 

General  Condition  of  the  Patient 

The  two  indications,  one  of  vaginal  relaxa- 
tion and  the  other  of  uterine  abnormality,  pro- 
vide sufficient  reason  for  vaginal  hysterectomy. 
Without  the  reason  or  desire  for  hysterectomy  a 
vaginal  plastic  procedure  of  the  Fothergill  type 
is  entirely  adequate. 

In  the  nulliparous  woman  without  vaginal  re- 
laxation there  are  few  indications  for  vaginal 
hysterectomy.  Some  who  are  extremely  adept 
at  the  procedure  may  elect  vaginal  hysterectomy 
on  strict  indication  when  the  patient  is  very 
obese  or  who  would  be  poorly  served  by  an 
intra-abdominal  procedure.  Generally  such  pa- 
tients are  served  best  by  abdominal  hysterec- 
tomy. 

CONTRAINDICATIONS  TO  VAGINAL 
HYSTERECTOMY 

There  are  certain  conditions  which  appear  to 
be  logical  contraindications  to  vaginal  hysterec- 
tomy. Many  of  them  are  listed  as  the  indications 
for  abdominal  hysterectomy. 

TABLE  V 

Conlraindications  lo  Vaginal  Hysterectomy 

1.  Uterus  3 times  or  more  than  Normal  Size 

2.  Ovarian  Tumors 

3.  Uterine  Cancer 

4.  Pelvic  Inflammatory  Disease 

5.  Endometriosis 

6.  Previous  Pelvic  Surgery 

7.  Nulliparous,  Narrow  Vagina 

8.  Postirradiation  Fixation 


Often  in  the  presence  of  a vaginal  relaxation 
one  is  tempted  to  carry  out  a vaginal  hysterec- 
tomy in  the  face  of  one  of  the  contraindications 
listed  in  Table  V.  This  choice  is  unwise  and 
is  destined  to  lead  to  a higher  morbidity  rate 
and  many  more  complications.  As  indicated  in 
the  discussion  above  there  may  be  instances 
wherein  vaginal  hysterectomy  may  be  carried 
out  under  these  conditions,  but  they  must  be 
exceptions  and  there  must  be  a good  reason  for 
the  exception.  If  the  surgeon  starts  a vaginal 
hysterectomy  in  the  face  of  previous  pelvic  sur- 
gery or  with  a past  history  of  pelvic  inflam- 
matory disease,  he  must  be  prepared  to  switch 
to  the  abdominal  approach  if  adhesions,  lack  of 
mobility,  or  adnexal  disease  make  persisting 
with  the  vaginal  hysterectomy  unduly  dangerous. 

COMPLICATIONS 

Complications  occur  with  both  types  of 
hysterectomy.  Evaluation  of  recent  series  indicate 
that  there  are  more  urinary  infections  and  more 
urinary  retention  associated  with  vaginal 
hysterectomy.  There  is  more  ileus  and  thrombo- 
phlebitis following  abdominal  hysterectomy.  The 
morbidity  rate  (temperature  above  38°C  during 
two  24-hour  periods ) is  higher  with  vaginal 
hysterectomy,  but  wound  dehiscence  is  more  of 
a problem  with  abdominal  hysterectomy.  Bladder 
injury  is  more  common  with  vaginal  hysterec- 
tomy, but  ureteral  injury  is  more  common  with 
the  abdominal  approach. 

In  large  part  the  older  patient  tolerates  vaginal 
surgery  better  than  abdominal  surgery.  Compli- 
cations of  vaginal  surgery,  which  is  more  super- 
ficial in  approach,  and  which  does  not  require 
as  deep  anesthesia,  are  usually  less  critical  than 
with  abdominal  surgery.  Though  the  urinary 
complications  and  vaginal  discomforts  are  more 
frequent  and  very  disconcerting,  and  they  seem 
inevitably  to  occur  with  vaginal  hysterectomy. 
The  few  cases  of  ileus,  peritonitis,  and  wound 
dehiscence  that  occur  with  the  abdominal  ap- 
proach are  generally  more  serious. 

In  the  past  each  patient  stayed  in  the  hos- 
pital about  the  same  length  of  time:  11  days 
was  a general  average  figure  lor  <'acli.  Now, 
the  patient  v ho  has  had  an  abdominal  hystcu'c- 
tomy  is  going  home  sooner  sinci'  she  is  usualK' 
free  of  the  urinar\'  dilficnltics.  But  if  one  com- 
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pared  only  the  vaginal  hysterectomies  who  do 
not  have  an  associated  repair  procedure  with 
those  who  have  had  abdominal  hysterectomy, 
they  would  undoubtedly  find  comparable  hos- 
pital stays.  Hematomas  are  a disconcerting  and 
worrisome  reason  for  the  prolongation  of  the  hos- 
pital stay  with  vaginal  hysterectomy. 

In  comparing  the  long  term  effects  of  ab- 
dominal and  vaginal  hysterectomy  one  is  struck 
by  the  large  number  of  recurrences  of  the  vaginal 
prolapse  following  vaginal  hysterectomy.  This 
figure  will  vary  between  4 and  20%  depending 
on  the  length  of  the  follow-up  period.  Analysis 
of  the  material  indicates  that  the  recurrences 
in  large  part  occur  in  women  who  previously 
had  a uterine  prolapse  and  the  vaginal  hysterec- 
tomy was  performed  in  association  with  the 
plastic  repair.  It  is  therefore  understandable  that 
few  women  would  develop  a prolapse  of  the 
vaginal  vault  following  an  abdominal  hysterec- 
tomy unless  the  procedure  was  done  ill-advisedly 
for  uterine  prolapse. 

Vaginal  hysterectomy  performed  in  association 
with  a plastic  repair  will  be  associated  with  a 
certain  incidence  of  vaginal  shortening  and  some 
vaginal  stricture.  It  is  unlikely  that  this  complica- 
tion will  occur  with  a vaginal  hysterectomy  done 
without  an  associated  repair  or  following  an 
abdominal  hysterectomy. 

TABLE  VI 

Common  Complications  of  Vaginal  Hysterectomy 

1.  Hemorrhage 

2.  Urinary  Infection 

3.  Urinary  Retention 

4.  Pelvic  Infection 

5.  Prolapse  of  Vaginal  Vault 

6.  Enterocele 

7.  Thrombophlebitis 

8.  Urinary  Tract  Injury 

TABLE  VII 

Common  Complications  of  Abdominal 
Hysterectomy 

1.  Hemorrhage 

2.  Ileus 

3.  Urinary  Infection 

4.  Wound  Infection 

5.  Wound  Dehiscence 

6.  Thrombophlebitis 

7.  Ureteral  Injury 

8.  Atelectasis 


ADVANTAGES  AND  DISADVANTAGES 

In  analyzing  complications  and  results  one  is 
necessarily  brought  to  comparing  the  advantages 
of  each  of  the  two  approaches.  These  considera- 
tions may  be  summarized  in  the  following  tables. 

TABLE  VIII 

Advantages  and  Disadvantages  of  Abdominal 
Hysterectomy 

Advantages 

Better  Exposure 
Can  Explore  Abdomen 
Maximal  Access  to  Adnexa 
Field  Less  Bloody 
Less  Urinary  Difficulty 

Disadvantages 

Cannot  Correct  Vaginal  Relaxation 
More  Ureteral  Injury 

Greater  Chance  of  Serious  Wound  Dehiscence 

TABLE  IX 

Advantages  and  Disadvantages  of  Vaginal 
Hysterectomy 

Advantages 

No  Scar 

Allows  Vaginal  Repair 

Better  Tolerated  in  Elderly  Patients 

Lighter  Anesthetic  Needed 

Less  Paralytic  Ileus 

Fewer  Adhesions 

Disadvantages 

Poor  Exposure 
Bloody  Field 

Limited  Access  to  Adnexa 
Inability  to  Explore  Abdomen 
Shortening  and  Stricture  of  Vagina 

Even  a casual  glance  at  these  tables  indicates 
that  the  advantages  and  disadvantages  of  either 
method  dictate  the  choice  of  vaginal  or  ab- 
dominal hysterectomy  in  a given  patient.  The 
clinical  considerations  in  the  patient  determine 
the  choice  and  one  is  struck  by  the  simplicity 
of  that  choice. 

The  large  uterus,  fixed  by  the  adhesions  of 
endometriosis,  inflammation,  or  previous  sur- 
gery should  be  approached  abdominally.  The 
relatively  small  uterus  lying  free  within  the 
pelvis  and  associated  with  a vaginal  relaxation 
is  the  prime  candidate  for  vaginal  hysterectomy. 
The  preference  and  experience  of  the  operator 
will  determine  the  choice  in  only  those  cases 
lying  between  such  hmits. 
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Surgical  Therapy  Recorded 
In  the  Early  Egyptian  Period 


Howell  Randolph,  M.D. 


An  interesting  sitrvnj  of  five  cases  taken  from  the  Lduin  Smith  Papyrus,  copied  . . 

in  1800  B.C.,  probably  from  a mminscripl  ivritlen  2500-3000  B.C. 

11:  ^ 


PJ 


A SURVEY  of  the  history  of  surgery  dur- 
ing the  last  five  millennia  gives  eloquent 
evidence  of  the  periods  of  its  growth  and  de- 
cline corresponding  to  favorable  or  unfavorable 
government  attitudes.  In  searching  the  records 
of  the  dark  ages  and  the  early  Renaissance,  one 
finds  discouraging  indications  that  knowledge  of 
anatomy  and  of  definitive  surgical  therapy  was 
scanty  and  presumably  had  declined  below  that 
of  the  Greek  Period.  It  was  apparently  limited 
to  the  treatment  of  injuries  by  suturing  and  by 
bone  setting  and  to  the  use  of  the  cautery  for 
inflammatory  disease. 

In  tracing  the  surgical  techniques  backwards 
through  the  history  of  mankind  one  finds  a 
great  dearth  of  surgical  therapy  during  the  post- 
Galen  period,  a marvelous  expansion  of  knowl- 
edge of  surgery  and  anatomy  and  of  manipula- 
tion therapy  during  the  period  of  Hippocrates 
in  Greek  medicine,  then  a relatively  blank  period 
lasting  a thousand  years  or  more  going  back  into 
the  early  Assyrian  and  Babylonian  times  to  the 
earliest  records  of  Egyptian  medicine. 

Perhaps  the  most  astounding  historical  dis- 
covery important  to  surgery  of  our  generation 
was  the  finding  of  the  Edwin  Smith  Papyrus 

Presented  to  the  Phoenix  Society  for  the  History  of  Medicine, 
Phoenix,  Arizona,  March  4,  1961. 


which  he  acquired  in  Luxor  in  1862.  Edwin 
Smith  was  born  in  Gonnecticut  in  1822,  the  year 
that  Ghampollion  published  the  first  decipher- 
ment of  the  Egyptian  hieroglyphic  language. 
Smith  studied  Egyptology  for  many  years  and 
lived  in  Egypt  for  some  20  years,  but  never  pub- 
lished a translation  of  his  manuscript.  The  Smith 
Papyrus  languished  in  the  Archives  of  the  New 
York  Historical  Society  several  years  after 
Smith’s  death  until  the  great  Egyptologist  James 
Breasted  was  persuaded  to  undertake  its  trans- 
lation. Breasted  had  had  a brilliant  career  in 
Egyptology  and  brought  a thoroughly  trained, 
brilliant  mind  to  the  task  which  took  10  years 
interspersed  with  important  archeological  work. 

Thus  the  earliest  textbook  of  surgery  was 
papyrus  copied  in  1800  B.G.,  coming  down  to 
us  as  the  Edwin  Smith  Papyrus,  and  was 
probably  from  manuscript  originating  between 
2500  and  3000  B.G.  It  consists  of  a scroll  some 
16  feet  in  length,  containing  some  2U’2  columns 
of  writing  in  the  hieratic  script.  Breasted  transla- 
ted this  into  the  hieroglyphic  form  and  it  is  thus 
printed  in  detail  in  this  extensixe  work  pub- 
lished in  1930.  ( 1 ) . 

This  work  was  of  particular  iutc’ic'st  to  Eg\  pt- 
ologists  but  of  im'stiimiblc  xaluc  to  tlu'  stmlc'ut 
of  the  histor\-  of  surgery.  It  is  organi/.c'd  sxstem- 
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atically  with  injuries  to  the  cranium  and  head, 
face,  neck,  shoulder,  and  thorax  progressively. 
Each  case  is  described  as  to  the  symptoms,  diag- 
nosis, and  variations  of  treatment.  Forty-eight 
cases  were  published,  six  of  which  are  herewith 
included,  as  illustrations  of  the  detail  and  meth- 
od. Significant  it  is  that  this  translation  is  dedi- 
cated to  William  Harvey  on  the  300th  Anniver- 
sary of  his  discovery  of  the  circulation.  Yet  from 
the  commentary  and  discussion  of  the  translation 
of  this  work,  it  is  quite  apparent  that  the  Egyp- 
tian knowledge  of  the  circulation  was  in  ad- 
vance of  that  of  European,  the  later  medical  and 
surgical  concepts  in  the  period  500  to  1500  A.D. 
The  anatomy  of  the  blood  vessels  and  the  func- 
tion of  the  heart  in  pumping  the  blood  was  par- 
tially understood  3000  years  ago,  and  the  pulse 
was  an  important  symptom! 

The  challenge  is  to  discover  the  limit  of  the 
surgical  and  medical  knowledge  during  antiqui- 
ty. Certainly  one  is  stimulated  to  believe  that  we 
have  underestimated  the  extent  and  capacity  of 
our  early  forebears  in  respect  to  this  knowledge. 

There  follow  selected  case  reports  illustrating 
points  of  unusual  interest.  These  are  taken  from 
a copy  of  the  book  lent  to  me  by  the  son  of 
the  author,  Mr.  Charles  Breasted,  now  a resi- 
dent of  Tucson.  In  case  one  it  will  be  seen  that 
considerable  knowledge  of  the  circulation  was 
in  the  text  books  of  that  day.  The  use  of  wound 
sutures,  adhesive  plaster  and  molded  splints  for 
fractures  were  described;  cautery  for  opening 
abscesses  was  recommended. 

QUOTED  VERBATIM 

CASE  ONE 

Bottom  lines  of  last  column  I 12 

A WOUND  IN  THE  HEAD  PENTRATING  TO 
THE  BONE 

TITLE 

(Instructions  concerning  a wound  in  his  head, 
penetrating  to  the  bone  of  his  skull ) 

EXAMINATION 

If  thou  examinest  a man  having  a wound  in 
his  head,  penetrating  to  the  bone  of  his  skull, 
(but)  not  having  a gash,  thou  shouldst  palpate 
his  wound  (or,  thou  shouldst  lay  thy  hand  upon 


it);  shouldst  thou  find  his  skull  uninjured,  not 
having  a perforation,  a split,  or  a smash  in  it, 
(conclusion  in  diagnosis). 

DIAGNOSIS 

Thou  shouldst  say  regarding  him:  “One  hav- 
ing a wound  in  his  head,  while  his  wound  does 
not  have  two  lips,  . . .,  nor  a gash,  although  it 
penetrates  to  the  bone  of  his  head.  An  ailment 
which  I will  treat.” 

TREATMENT 

Thou  shouldst  bind  it  with  (fresh  meat)  the 
first  day  (and)  treat  afterward  with  grease, 
honey  (and)  lint  every  day  until  he  recovers. 

GLOSS  A 

There  are  canals  ( or  vessels, ) in  it  ( the  heart ) 
to  every  member.  Now  if  the  priests  of  Sekhmet 
or  any  physician  put  his  hands  (or)  his  fingers 
upon  the  head,  upon  the  back  of  the  head,  upon 
the  two  hands,  upon  the  pulse,  upon  the  two 
feet,  he  measures  to  the  heart,  because  its  ves- 
sels are  in  the  back  of  the  head  and  in  the  pulse; 
and  because  its  pulsation  is  in  every  vessel  of 
every  member.  He  says  “measure”  regarding  his 
wound  because  of  the  vessels  to  his  head  and  to 
the  back  of  his  head  and  to  his  two  feet  . . . his 
heart  in  order  to  recognize  the  indications  which 
have  arisen  therein;  meaning  to  measure  it  in 
order  to  know  what  is  befalling  therein. 

CASE  TEN 
V 5-9 

A GAPING  WOUND  AT  THE  TOP  OF  THE 
EYEBROW,  PENETRATING  TO  THE  BONE 

TITLE 

Instructions  concerning  a wound  in  the  top 
of  his  eyebrow. 

EXAMINATION 

If  thou  examinest  a man  having  a wound  in 
the  top  of  his  eyebrow,  penetrating  to  the  bone, 
thou  shouldst  palpate  his  wound,  (and)  draw 
together  for  him  his  gash  with  stitching. 

DIAGNOSIS 

Thou  shouldst  say  concerning  him:  “One  hav- 
ing a wound  in  his  eyebrow.  An  ailment  which 
I will  treat.” 
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TREATMENT 

Now  after  thou  hast  stitched  it,  thou  shouldst 
bind  fresh  meat  upon  it  the  first  day.  If  thou 
findest  that  the  stitching  of  this  wound  is  loose, 
thou  shouldst  draw  it  together  for  him  with  two 
strips  (of  plaster),  and  thou  shouldst  treat  it 
with  grease  and  honey  every  day  until  he  re- 
covers. 

GLOSS  A 

As  for:  “Two  strips  of  linen,”  it  means  two 
bands  of  linen,  which  one  applies  upon  the  two 
lips  of  the  gaping  wound,  in  order  to  cause  that 
one  ( lip ) to  join  to  the  other. 

CASE  TWELVE 
V 16 -VI  3 

A BREAK  IN  THE  NASAL  BONE 
TITLE 

Instructions  concerning  a break  in  the  cham- 
ber of  his  nose. 

EXAMINATION 

If  thou  examinest  a man  having  a break  in  the 
chamber  of  his  nose,  ( and ) thou  findest  his  nose 
bent,  while  his  face  is  disfigured,  (and)  the 
swelling  which  is  over  it  is  protruding,  (conclu- 
sion in  diagnosis ) . 

DIAGNOSIS 

Thou  shouldst  force  it  to  fall  in,  so  that  it  is 
lying  in  its  place,  (and)  clean  out  for  him  the 
interior  of  both  his  nostrils  with  two  swabs  of 
linen  until  every  worm  of  blood  which  coagu- 
lates in  the  inside  of  his  two  nostrils  comes  forth. 
Now  afterward  thou  shouldst  place  two  plugs  of 
linen  saturated  with  grease  and  put  into  his  two 
nostrils.  Thou  shouldst  place  for  him  two  stiff 
rolls  of  linen  bound  on.  Thou  shouldst  treat  him 
afterward  with  grease,  honey,  (and)  lint  every 
day  until  he  recovers. 

CASE  TWENTY-EIGHT 
IX  18  -X  3 

A GAPING  WOUND  IN  THE  THROAT 
PENETRATING  TO  THE  GULLET 

TITLE 

Instructions  concerning  a wound  in  his  throat. 


EXAMINATION 

If  thou  examinest  a man  having  a gaping 
wound  in  his  throat,  piercing  through  to  his  gul- 
let; if  he  drinks  water  he  chokes  ( and ) it  comes 
out  of  the  mouth  of  his  wound;  it  is  greatly  in- 
flamed, so  that  he  develops  fever  from  it;  thou 
shouldst  draw  together  that  wound  with  stitch- 
ing. 

DIAGNOSIS 

Thou  shouldst  say  concerning  him:  “One  hav- 
ing a wound  in  his  throat,  piercing  through  to 
his  gullet.  An  ailment  with  which  I will  contend.” 

FIRST  TREATMENT 

Thou  shouldst  bind  it  with  fresh  meat  the  first 
day.  Thou  shouldst  treat  it  afterwards  with 
grease,  honey  (and)  lint  every  day,  until  he  re- 
covers. 

SECOND  EXAMINATION 

If,  however,  thou  findest  him  continuing  to 
have  fever  from  that  wound,  (conclusion  in  fol- 
lowing second  treatment ) . 

SECOND  TREATMENT 

Thou  shouldst  apply  for  him  dry  lint  in  the 
mouth  of  his  wound,  (and)  moor  (him)  at  his 
mooring  stakes  until  he  recovers. 

CASE  THIRTY-ONE 
X 12-22 

DISLOCATION  OF  A CERVICAL 
VERTEBRA 

TITLE 

Instruetions  eoneerning  a dislocation  in  a ver- 
tebra of  his  neck. 

EXAAIINATION 

If  thou  examinest  a man  having  a dislocation 
in  a vertebra  of  his  neck,  shouldst  thou  find  him 
unconscious  of  his  two  arms  (and)  his  tw'O  legs 
on  account  of  it,  while  his  phallus  is  erected  on 
account  of  it,  (and)  urine  drops  from  his  mem- 
ber without  his  knowing  it;  his  flesh  has  re- 
ceived wind;  his  two  eyes  are  blood-shot;  it  is  a 
dislocation  of  a vertebra  of  his  neck  extending 
to  his  backbone  which  causes  him  to  be  uncon- 
scious of  his  two  arms  (and)  his  two  Ic’gs.  H, 
however,  the  middle  \ertcbra  o(  his  lu'ck  is  dis- 
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located,  it  is  an  emissio  seminis  which  befalls  his 
phallus. 

DIAGNOSIS 

Thou  shouldst  say  concerning  him:  “One  hav- 
ing a disloeation  in  a vertebra  of  his  neek,  while 
he  is  unconscious  of  his  two  legs  and  his  two 
arms,  and  his  urine  dribbles.  An  ailment  not  to 
be  treated.” 

GLOSS  G 

As  for:  “While  his  urine  dribbles,”  it  means 
that  urine  drops  from  his  phallus  and  eannot 
hold  back  for  him. 

GASE  THIRTY-NINE 
XIII  3-12 

TUMORS  OR  ULGERS  IN  THE  BREAST 
PERHAPS  RESULTING  EROM  INJURY 

Instructions  concerning  tumors  with  promi- 
nent head  in  his  breast. 

EXAMINATION 

If  thou  examinest  a man  having  tumors  with 
prominent  head  in  his  breast,  ( and ) thou  findest 
that  the  swellings  have  spread  with  pus  over  his 
breast,  ( and ) have  produeed  redness,  while  it  is 
very  hot  therein,  when  thy  hand  touches  him, 
(eonelusion  follows  in  diagnosis). 

DIAGNOSIS 

Thou  shouldst  say  eoneerning  him:  “One  hav- 


ing tumors  with  prominent  head  in  his  breast, 
(and)  they  produce  eists  of  pus.  An  ailment 
which  I will  treat  with  the  fire-drill.” 

TREATMENT 

Thou  shouldst  burn  for  him  over  his  breast 
( and ) over  those  tumors  which  are  on  his  breast. 
Thou  shouldst  treat  him  with  wound  treatment. 
Thou  shouldst  not  prevent  its  opening  of  itself, 
that  there  may  be  no  mnhy-w  in  his  wound 
(sore?).  Every  wound  (sore?)  that  arises  in  his 
breast  dries  up  as  soon  as  it  opens  of  itself. 

The  matter  of  prognosis  was  given  careful  at- 
tention, many  eases  being  rejected.  All  cases 
were  divided  as  to  prognosis  from  the  beginning 

— some  were  plaeed  in  the  deferred  category.  In 
the  description  of  each  case  the  phrase  recurrs 

— “a  condition  which  I will  (or  will  not)  treat.” 

The  use  of  fresh  meat  for  1st  day  dressings 
instead  of  mud  or  dung  plasters,  provided  a near 
sterile  dressing  which  could  have  been  its  virtue 
as  found  by  experience. 

With  modern  approaeh  to  archeology,  we  will 
probably  find  many  new  evidenees  of  prior 
knowledge  of  surgical  principles.  It  was  Breast- 
ed’s  contention  that  antiquity  held  surprising  se- 
crets of  civilization  stretching  farther  into  the 
past  than  we  ean  know.  This  treatise  makes  the 
point  very  clear. 

( 1 ) “The  Edwin  Smith  Papyrus”  — James  Breast- 
ed; University  of  Ghieago  Press  1930 


THE  EYE  AND  OLD  AGE 

Dr.  A.  L.  Kornzweig  in  the  summer  issue  of  Sight  Saving  Review,  1961,  pub- 
lished by  the  National  Soeiety  for  the  Prevention  of  Blindness  has  made  an 
interesting  study  in  the  home  for  aged  and  infirmed  Hebrews  in  New  York 
Gity.  This  study  was  carried  out  on  1,068  aged  persons  over  sixty-five  years  of 
age.  It  was  noted  that  85%  of  individuals  had  vision  of  15/70  or  better  which 
was  considered  adequate,  while  15%  had,  inadequate  vision.  Five  to  nine  per 
cent  of  the  population  had  glaueoma  of  varying  degrees,  and  while  eataracts 
were  very  common  and  present  in  70%  of  the  group,  only  5%  of  the  individuals 
with  eataract  were  considered  operable. 

Macular  degeneration  was  present  in  30%  of  these  individuals. 


A.  K.  Hansen,  M.D. 
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A Law  Enforcement  Officer 
Looks  at  Intoxication 
As  an  Accident  Cause 

Lt.  T.  H.  Milldebrandt 


Driving  while  intoxicated  is  the  largest  single  cause  of  traffic  accidents  in  Ari- 
zona and  is  responsible  for  20%  of  the  fatalities  on  the  state  road  system.  During 
1959  the  Arizona  Highway  Patrol  (163  officers)  booked  4,000  drivers  for  driving 
while  under  the  influence  of  intoxicants.  The  use  of  road-blocks  on  the  Tucson- 
Nogales  highway.  U.S.  89,  reduced  personal  injury  accidents  by  66%  and  property 
damage  accidents  by  50%.  On  this  highway,  over  a years  period,  739  drinking 
drivers  were  apprehended. 

Lt.  Milldebrandt  excellently  presents  the  situation  encountered  by  the  officers, 
explains  the  methods  used  in  dealing  with  the  problems  of  intoxication  on  the 
highway,  and  describes  the  types  of  infractions  of  vehicle  codes,  the  methods  of 
stopping  involved  vehicles,  the  examinations  of  drivers  by  observational,  physical 
and  written  tests,  and  the  use  of  the  intoximeter. 


MR.  CHAIRMAN,  delegates,  and  guests:  On 
behalf  of  Superintendent  G.  O.  Hathaway,  it  is 
a distinct  pleasure  to  be  able  to  be  here  today 
to  speak  to  you. 

I have  noticed  from  your  agenda  that  the  sub- 
ject of  my  talk  today  seems  to  be  completely 
foreign  to  the  rest  of  your  subject  matter,  but  it 
is  one  which  is  of  vital  interest  to  all  of  us  in  the 
State  of  Arizona  who  operate  motor  vehicles  on 
our  state  highways. 

I am  not  interested  today  and  will  not  discuss 
the  subject  of  intoxicants  from  any  moral  view- 
point. As  you  are  well  aware  there  are  many 
people  in  our  state,  and  the  nation,  who  feel  that 
if  there  was  never  another  drop  of  intoxicants 
produced  it  would  be  too  soon,  and  then  there 
are  others  who  just  as  positively  feel  that  a per- 
son’s drinking  habits  are  his  own  business. 

Presented  to  the  Arizona  Chapter  of  the  American  Collejie  of 
Surgeons,  Fall  Clinical  Congress,  Tucson,  November  19,  I960. 

Director  of  Training  and  Public  Information,  Arizona  Highway 
Patrol,  Phoenix. 


All  we  are  interested  in  today,  and  all  the 
Arizona  Highway  Patrol  is  interested  in,  is  in- 
toxicants as  they  relate  to  driving  a vehicle  on 
our  state  highways.  We  have  no  fight  with  the 
wets  or  drys,  (WE  DO  HAVE  A EIGHT  AND 
WE  ARE  SWORN  TO  ENFORCE  THE  STATE 
LAWS  AGAINST  THOSE  WHO  DRINK  AND 
DRIVE.) 

The  dry  elements  in  our  population  would 
have  us  believe  that  the  drinking  driver  causes 
over  50%  if  not  nearly  100%  of  all  of  our  traffic 
accidents.  The  so-called  wets  would  have  us  be- 
lieve that  as  low  as  5%  and  possibly  none  of  our 
accidents  are  caused  by  the  drinking  dri\er. 
Once  again  we  will  not  argue  these  two  view- 
points, however,  our  records  indicate  and  we  do 
know  that  during  the  year  of  1959  in  tlu-  State 
of  Arizona  20%  of  our  fatal  accidents  on  the  state 
highway  system  imolvcd  drivers  that  had  been 
drinking.  This  makes  dri\ing  vhile  intoxicated 
the  largest  single  cans('  of  trallic  accidrnts  al 
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though  when  lumped  together  the  so-called  min- 
or violations  cause  nearly  70%  of  all  traffic  fa- 
talities. 

Any  cause  which  is  responsible  for  20%  of  the 
fatalities  on  our  state  system  is  of  primary  con- 
cern to  the  Arizona  Highway  Patrol  and  we 
make  a concerted  effort  to  attempt  to  control 
this  problem.  You  may  be  interested  to  know 
that  during  the  year  of  1959  the  163  officers  of 
our  department  booked  4,000  drivers  for  driving 
while  under  the  influence  of  intoxicants.  You 
may  also  be  interested  to  know  that  this  figure 
represents  more  intoxicated  driving  arrests  than 
are  made  by  the  entire  state  police  departments 
of  the  States  of  Michigan  and  New  York. 

I do  not  feel  that  this  is  because  we  have  a 
proportionally  larger  drinking  population  in  the 
State  of  Arizona,  but  for  possibly  three  reasons; 

1.  Our  intoxication  law  is  better  than  that  of 
Michigan. 

2.  Our  officers  concentrate  much  of  their  ef- 
fort on  this  violation  because  we  are  con- 
vinced that  it  is  serious. 

3.  With  much  of  our  state  consisting  of  open 
highway,  we  can  more  easily  make  contact 
with  those  drivers  we  suspect  to  be  under 
the  influence. 

While  we  are  talking  about  statistics  1 would 
like  to  mention  a local  situation  here  in  Tucson 
which  very  graphically  points  up  the  seriousness 
of  the  problem  of  the  drinking  driver.  The  Tuc- 
son-Nogales  Highway,  U.S.  89,  had  for  many 
years  prior  to  1956  gained  an  unenviable  nation- 
al reputation  as  the  El  Camino  De  La  Muerete 
or  “The  highway  of  death.”  Annually  we  were 
killing  from  35  to  45  people  on  this  highway, 
causing  many  injuries  and  losing  countless  thou- 
sands of  dollars  in  property  damage  accidents. 

The  Arizona  Highway  Patrol  instituted  in  1956 
what  we  have  termed  an  adequate  enforcement 
patrol  on  this  highway.  We  set  up  roadblocks 
one  mile  south  of  Tucson  and  one  mile  north  of 
Nogales  and  checked  out  every  driver  passing 
north  or  south  of  this  highway  during  the  hours 
of  darkness.  In  addition  to  the  roadblock  activ- 
ity we  also  stepped  up  the  highway  enforcement 
between  the  two  roadblock  points.  For  the  12 


months  just  prior  to  the  adequate  enforcement 
program  we  experienced  35  fatalities  on  this 
stretch  of  highway.  For  the  first  12  months  of  the 
adequate  enforcement  program  we  experienced 
only  three  fatalities  (all  of  these  in  a one-car 
accident).  The  personal  injury  accidents  were 
reduced  by  two-thirds  and  the  property  damage 
accidents  by  one-half. 

During  this  same  12-month  period  our  officers 
apprehended  739  drivers  for  operating  their  ve- 
hicles under  the  influence  of  intoxicants.  For 
those  of  you  who  are  not  familiar  with  this  area, 
this  highway  is  some  62  miles  long  and  52  feet 
wide,  and  even  a poor  mathematician  such  as  I 
can  see  that  this  739  figure  comes  very  close  to 
being  two  intoxicated  individuals  a day. 

I hope  that  this  little  review  of  the  intoxicated 
driver  situation  has  shown  that  it  is  indeed  a 
problem  in  our  state.  At  this  point  I would  like 
to  take  you  through  a more  or  less  hypothetical 
situation  to  show  you  how  our  officers  deal  with 
the  problem  of  intoxication  on  the  highway.  I 
do  this  with  considerable  trepidation  as  most  of 
the  subject  matter  which  I will  be  covering  is 
very  close  to  subjects  with  which  you  as  medical 
people  deal  and  I am  sure  that  most  of  you  in 
the  audience  are  more  competent  in  determining 
intoxication  than  myself. 

There  is  a belief,  quite  common  among  some, 
that  our  officers  simply  travel  about  the  state 
and  willy-nilly  stop  a vehicle,  jamb  a balloon  in 
the  driver’s  mouth  and  tell  him  that  he  is  intox- 
icated. There  can  be  nothing  farther  from  the 
truth  as  with  163  officers  to  cover  some  5,000 
miles  of  state  highway  our  officers  are  much  too 
busy  to  conduct  this  type  of  operation.  We  must 
by  necessity,  if  not  by  good  management  princi- 
ples, operate  in  a selective  enforcement  manner, 
which  means  putting  our  officers  in  the  areas 
where  violations  and  accidents  are  occurring  and 
instructing  them  to  look  for  those  violations. 

In  order  to  come  to  the  attention  of  one  of  our 
officers,  a driver  must  commit  some  infraction 
of  the  Arizona  Motor  Vehicle  Code.  This  infrac- 
tion may  possibly  be  one  of  the  following: 

1.  Driving  over  the  posted  speed. 

2.  Weaving  on  the  highway. 
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3.  Driving  without  headlights. 

4.  Disregard  of  traffic  signs  or  signals. 

5.  Very  slow  driving. 

When  an  officer  notices  one  of  these  irregu- 
larities he  next  attempts  to  stop  the  vehicle.  At 
this  point  one  of  four  things  may  occur: 

1.  Upon  seeing  the  red  lights  and  possibly 
hearing  the  siren,  the  subject  car  may 
pull  to  the  right  and  stop  as  it  is  legally 
required  to  do.  More  than  likely,  how- 
ever, if  the  driver  is  under  the  influence 
of  intoxicants  or  drugs,  he  will; 

2.  Completely  disregard  the  signal  to  stop 
which  causes  the  officer  to  take  more  ef- 
fective action  in  stopping  the  vehicle. 

3.  If  the  driver  is  a nervous  individual  he 
may  throw  up  his  hands  and  completely 
lose  control  of  the  car  and  run  off  the 
highway.  Fortunately  this  does  not  hap- 
pen too  often. 

4.  Since  the  driver,  like  all  of  us  has  learned 
from  childhood  that  red  means  stop,  as 
soon  as  he  sees  the  red  “bug  eyes”  of  the 
patrol  car  in  his  rearview  mirror,  he  may 
immediately  step  on  his  brakes  which 
causes  our  officer  to  become  a contor- 
tionist in  order  to  keep  from  striking  the 
vehicle  in  the  rear. 

The  manner  in  which  the  vehicle  is  stopped 
gives  our  officer  a second  indication  of  whether 
or  not  the  person  should  be  operating  a vehicle 
on  the  highways  of  our  state. 

After  the  vehicle  is  stopped  the  officer  will 
approach  the  vehicle  and  ask  you  for  your  driv- 
er’s license,  and  the  only  thing  he  is  interested 
in  is  your  Arizona  license,  which  is  that  black 
photostatic  copy  which  you  carry  with  you 
whenever  you  are  operating  a motor  vehicle.  He 
is  not  interested  in  your  church  membership 
card,  your  lodge  card,  your  American  Legion 
membership  card  or  any  identification  material 
which  may  further  identify  you.  When  you  hand 
him  the  driver’s  license  he  would  like  the  driv- 
er’s license  only,  for  obvious  reasons. 

Regarding  this  you  would  be  surprised  how 
many  people  when  they  are  stopped  by  an  of- 


ficer will  pull  out  these  accordion  type  billfolds 
which  are  now  popular  and  show  them  to  the 
officer  hoping  that  one  of  the  many  cards  will 
strike  some  familiar  note  with  the  officer  which 
may  temper  his  enforcement  action. 

I might  mention  that  if  it  takes  you  a particu- 
larly long  time  to  find  your  driver’s  license,  the 
officer  may  come  to  the  conclusion  that  if  you 
can’t  focus  your  eyes  enough  to  find  your  own 
driver  license,  you  very  probably  can’t  focus 
them  in  order  to  properly  navigate  your  vehicle 
down  the  highway. 

I remember  one  instance,  in  this  regard,  when 
I stopped  a lady  on  the  Black  Canyon  Highway 
and  when  I asked  her  for  her  driver  license 
she  immediately  produced  her  gasoline  credit 
card.  When  I told  her  that  I wanted  her  drivers 
license  she  stated:  “Oh,  yes,  that’s  expired,” 
whereupon  she  once  again  delved  into  her  purse 
and  this  time  handed  me  her  current  credit 
card.  I might  add  that  this  lady,  after  further  in- 
vestigation, was  booked  in  the  Maricopa  County 
jail  for  driving  while  under  the  influence  of  in- 
toxicants. 

After  the  officer  has  checked  your  driver’s  li- 
cense, if  he  still  suspects  that  you  are  driving 
while  under  the  influence  of  intoxicants,  he  will 
invite  you  back  to  his  patrol  car.  Normally  he 
will  not  walk  back  to  the  patrol  car  with  you  but 
will  attempt  to  get  back  there  before  you  do. 
The  reason  for  this  is  to  see  just  how  you  make 
that  long  eight  or  ten  foot  trip  from  your  car  to 
his.  If  you  can’t  make  it  without  holding  onto 
your  car,  the  patrol  car,  or  possibly  ending  up 
on  all  fours  he  once  again  has  an  indication  that 
you  shouldn’t  be  operating  a motor  vehicle  on 
the  highway.  After  you  get  back  to  the  patrol 
car,  if  the  officer  still  suspects  that  you  are  un- 
der the  influence  of  intoxicants  or  drugs,  he  ^\•ill 
ask  you  to  complete  a series  of  three  elementary 
physical  tests. 

The  first  test  is  what  is  known  as  the  finger- 
to-nose  test.  The  officer  will  ask  you  to  stand 
w'ith  your  twx)  feet  together,  \-our  hands  out  to 
your  side  and  then  he  will  ask  > ou  to  close  \our 
eyes  and  bring  both  fingers  togc’tlu'r  touching 
vour  nose  . . . thusb’.  If  xou  an'  a normal  indi- 
vidual \’on  will  ha\('  no  dillicnlt\  liiuling  \onr 
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nose  every  time  if  you  are  not  under  the  influ- 
ence of  intoxicants  or  drugs  or  do  not  have  some 
physical  impairment  of  your  limbs.  However, 
you  would  be  surprised  if  you  are  under  the  in- 
fluence of  intoxicants  or  drugs  how  some  times 
your  nose  seems  prone  to  move  about. 

The  second  test  is  that  the  officer  will  ask 
you  to  stand  on  first  your  right  foot  and  then 
your  left  foot.  Once  again  if  you  do  not  have 
some  physical  impairment  or  are  not  under  the 
influence  of  intoxicants  or  drugs  you  will  not 
have  any  difficulty  in  doing  this.  In  fact  I could 
probably  deliver  this  entire  talk  standing  on  one 
foot. 

The  third  test  is  called  the  coin  test.  The  offi- 
cer will  take  two  or  three  coins  from  his  pocket, 
toss  them  on  the  ground  and  direct  you  to  pick 
them  up  one  at  a time  as  designated.  This  par- 
ticular test  is  patterned  after  one  suggested  by 
the  Northwestern  Traffic  Institute  and  in  their 
instructions  they  state  that  the  officer  should 
throw  down  on  the  ground  a dime,  quarter  and 
a half  dollar.  The  only  difficulty  with  this  is 
that  the  Northwestern  professor  that  wrote  this 
book  never  received  the  salary  of  an  Arizona 
Highway  Patrolman.  Our  officers  don’t  normally 
carry  this  type  of  money  but  we  poor  Arizonans 
find  that  a couple  of  pennies  and  a nickel  do 
just  as  well  for  the  test.  If  the  person  isn’t  under 
the  influence  of  intoxicants  or  drugs  he  can  with 
very  little  trouble  pick  up  the  proper  coin  at  the 
proper  time,  however,  if  he  is  under  the  influ- 
ence of  intoxicants  or  drugs  the  officer  may  very 
likely  have  to  assist  him  before  he  buries  his 
nose  in  the  ground. 

Now,  I am  sure  that  you  can  see  that  even  at 
this  point  a layman  could  pretty  well  tell  if  this 
person  should  be  operating  a motor  vehicle  or 
not,  but  our  officer’s  investigation  does  not  stop 
here.  We  ask  the  officer  to  complete  a so-called 
alcoholic  influence  form  on  the  subject.  I have 
one  of  those  forms  here,  and  would  like  to 
quickly  read  off  some  of  the  information  con- 
tained on  it.  We  ask  the  individual  his  name, 
address,  age,  sex,  descent,  weight,  and  occupa- 
tion. 

We  ask  him  if  he  was  operating  this  ve- 
hicle. The  reason  for  this  question  is  in  accident 


cases  where  our  officer  does  not  actually  see  the 
person  operating  the  car.  We  ask  him  where  are 
you  going?  Where  did  you  start  from?  When  did 
you  leave? 

Where  are  you  now?  I might  mention  here 
that  I once  stopped  a gentleman  on  the  Black 
Canyon  Highway  some  24  miles  north  of  New 
River  and  he  told  me  he  was  17  miles  south  of 
Sacaton.  You  can  see  that  sometimes  people  get 
rather  confused  as  to  their  location  when  they 
are  under  the  influence  of  intoxicants. 

We  ask  him  what  time  is  it  now?  Have  you 
been  drinking?  What?  Where?  How  much? 
Commenced  and  stopped? 

I remember  we  used  to  ask  people  when  they 
started  rather  than  commenced  drinking.  I re- 
member one  elderly  gentleman  scratching  his 
head  and  saying  to  me:  “Well,  son,  when  I was 
about  16,  I guess.”  As  you  know  what  we  are 
really  trying  to  get  at  is  when  that  particular 
day  they  began  their  drinking. 

We  ask  him,  are  you  ill?  Have  you  been  to  a 
doctor  or  a dentist  recently,  if  so  when?  If  so, 
who  and  for  what? 

To  you  in  the  medical  profession  the  reason 
for  these  questions  is  obvious,  because  upon 
some  persons  certain  drugs  have  side  affects 
which  make  them  a menace  on  the  highway. 
Although  most  of  you  will  so-warn  your  pa- 
tients, some  of  them  disregard  your  warnings  and 
drive  anyway,  and  even  though  this  is  a viola- 
tion of  the  Arizona  Motor  Vehicle  Code,  that  is 
to  drive  under  the  influence  of  drugs,  we  are 
primarily  interested  in  the  driver’s  safety.  If  he 
is  under  the  influence  of  drugs  we  want  to  get 
him  to  competent  medical  attention  as  soon  as 
possible. 

We  ask  him  when  he  last  ate  and  what?  Do 
you  have  diabetes?  Are  you  taking  insulin? 

The  reason  for  this  last  question  is  that,  as  you 
know,  subjects  in  a diabetic  shock  quite  often 
react  so  that  to  a layman’s  eye  they  would  ap- 
pear intoxicated,  and  this  is  quite  often  aggra- 
vated by  the  fact  that  a diabetic  may  have  had 
one  or  two  drinks  and  therefore  smell,  as  well 
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as  act,  intoxicated.  Once  again,  if  the  person  is 
a diabetic  our  officers  want  to  get  him  to  medi- 
cal attention  as  quickly  as  possible. 

Next  we  ask  the  driver  if  he  has  used  a mouth 
wash  recently?  The  reason  for  this  question  is 
that  some  of  our  regular  customers,  unfortunate- 
ly we  do  have  some  drivers  who  are  regular  cus- 
tomers of  our  officers,  will  keep  a bottle  of  mouth 
wash  in  the  glove  compartment  and  when  they 
are  stopped  by  an  offieer  they  quickly  reach  in 
the  glove  compartment,  taking  a big  swig  of  the 
mouth  wash,  figuring  this  time  they  are  really  go- 
ing to  out-fox  that  patrolman.  Unfortunately,  for 
them,  these  subjects  do  not  realize  that  most  of 
the  mouth  washes  which  they  use  have  more  al- 
cohol in  them  than  the  alcohol  they  were  drink- 
ing in  the  first  place.  So  in  reality  they  are  worse 
off  using  the  mouth  wash  than  they  were  in  the 
first  place. 

We  then  ask  the  subject  if  he  was  hurt?  Did 
he  get  a bump  on  the  head? 

The  reason  for  these  questions  being  that 
quite  often  a person  with  a concussion  will  act 
somewhat  like  an  intoxicated  individual. 

We  ask  how  much  sleep  did  you  get  last  night? 
How  much  today?  We  end  the  questioning  up 
with,  have  you  been  drinking  since  the  aceident? 
What  and  how  much?  You  would  be  surprised 
how  many  drivers  who  have  one-car  collisions 
will  tell  the  officer  upon  his  arrival  that  they 
didn’t  have  a single  thing  to  drink  prior  to  the 
accident  but  after  the  accident,  in  order  to  calm 
their  nerves,  they  downed  a whole  fifth  while 
waiting  for  the  officer’s  arrival. 

After  asking  these  questions  we  ask  the  officer 
to  circle  the  description  in  the  box  on  this  sheet 
which  most  closely  describes  the  physical  ap- 
pearance of  the  suspect. 

1.  We  ask  if  on  the  subject’s  breath  the  odor 
of  alcoholic  liquor  was:  None,  faint,  mod- 
erate, or  strong. 

2.  We  ask  if  the  suspect’s  facial  color  was: 
Apparently  normal,  flushed  or  pale. 

3.  We  ask  if  the  subject’s  clothes  were:  Or- 
derly, mussed,  soiled,  disarranged  or  dis- 
orderly. 

4.  We  ask  if  subject’s  attitude  was  either: 
Polite,  cooperative,  excited,  indifferent, 
antagonistic,  hilarious,  cocky,  talkative. 


carefree,  stuporous  or  insulting. 

5.  We  ask  if  there  are  any  unusual  actions 
on  the  part  of  the  subject  such  as:  Pro- 
fanity, hiccuping,  belching,  vomiting  or 
fighting. 

6.  We  ask  if  the  subject’s  eyes  were:  Appar- 
ently normal,  watery,  or  bloodshot. 

7.  We  ask  if  the  pupils  of  the  subject’s  eyes 

were:  Apparently  normal,  dilated,  con- 

tracted, or  had  a poor  reaction  to  light. 

8.  We  ask  the  officer  to  indicate  how  the 
person  walked  back  to  the  patrol  car,  his 
walking  and  turning. 

9.  We  ask  the  officer  to  indicate  whether  the 
subject  passed  or  flunked  the  finger-to- 
nose  test. 

10.  We  ask  if  the  subject  flunked  or  passed 
the  picking  up  coins  test. 

11.  We  next  ask  for  the  officer  to  indicate  the 
subject’s  speech.  Whether  it  was  fair, 
slurred,  stuttering,  confused  or  incoherent, 
and  we  also  ask  if  his  choice  of  words  was 
proper  arid  if  he  was  clear  and  enunciated 
correctly. 

I am  certain  once  again  that  you  can  see  that 
even  a layman,  after  asking  all  of  these  ques- 
tions and  making  all  of  these  observations,  can 
be  certain  in  his  mind  whether  a person  should 
or  should  not  be  operating  a vehicle  on  our  state 
highways. 

At  his  point  the  officer  has  made  up  his  mind 
whether  or  not  the  individual  will  either  be  re- 
leased or  will  be  booked  for  operating  a motor 
vehicle  under  the  influence  of  intoxicants.  At 
this  point  he  will  offer  the  suspect  the  oppor- 
tunity to  take  a chemical  test  for  intoxication.  It 
makes  no  difference  whatsoever  to  our  officer 
whether  he  does  or  does  not  choose  to  take  this 
test,  as  for  years  prior  to  the  enactment  of  the 
chemical  test  law  in  the  State  of  Arizona  our 
officers  have  booked,  gone  to  trial  and  con\  icted 
thousands  of  drivers  for  operating  under  the  in- 
fluence of  intoxicants. 

The  chemical  test  for  intoxication  can  do  one 
thing  and  one  thing  onK',  and  that  is  pro\  c'  that 
all  of  the  assumptions  which  the  oflicer  has 
made  uji  to  this  point  are  incorrect. 
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As  I have  said  it  is  the  policy  of  the  Arizona 
Highway  Patrol  not  to  require  an  individual  to 
take  a chemical  test  for  intoxication;  however, 
the  State  of  Arizona  is  unique  in  that  it  is  the 
only  state  in  the  nation  which  currently  has  Su- 
preme Court  decisions  to  back  up  the  use  of 
reasonable  force  in  administering  a breath  test. 

I believe  the  reasoning  behind  this  Supreme 
Court  decision  is  that  an  individual’s  breath  is 
his  own  until  he  releases  it  and  then  it  is  any- 
body’s who  can  grab  ahold  of  it  and  keep  it. 
The  Supreme  Court  in  the  State  of  Arizona  has 
ruled  that  it  is  reasonable  force  to  forcibly  strap 
an  individual  in  a chair  so  that  his  breath  can 
be  collected. 

But  may  I repeat  that  although  this  decision 
is  on  the  books,  it  is  the  policy  of  the  Arizona 
Highway  Patrol  to  not  forcibly  obtain  any 
breath  test  evidence. 


I would  like  to  now  give  you  a more  or  less 
dry  run  of  how  our  officers  administer  an  intox- 
imeter  test. 

(INTOXIMETER  DEMONSTRATION) 

Very  possibly  all  of  which  I have  said  has  al- 
ready been  known  by  you  and  also  very  possibly 
I have  not  done  anything  to  convince  you  that 
driving  with  intoxicants  is  really  a hazard,  so  I 
would  like  to  take  this  opportunity  to  show  you 
some  graphic  evidence  which  I hope  will  prove 
to  the  contrary. 

(COLOR  SLIDE  DEMONSTRATION) 

Once  again  on  behalf  of  Superintendent  G.  O. 
Hathaway  it  has  been  a distinct  pleasure  to 
speak  to  this  group  and  if  we  have  any  remain- 
ing time  and  you  have  any  questions  which  I 
may  be  able  to  answer,  please  feel  free  to  ask 
them  at  this  time. 


The  bootlegging  of  amphetamine  drugs  is  consistently  being  punished  by 
Federal  prison  terms.  The  heaviest  sentence  in  the  past  year  was  given  by  U.  S. 
District  Judge  Ashton  H.  Williams  at  Charleston,  S.  C.  He  sentenced  Elton  Joseph 
Miller,  operator  of  Lucky’s  Truck  Stop  at  Yemassee,  S.  C.,  to  2V2  years  in  prison. 
Food  and  Drug  Inspectors,  posing  as  truck  drivers,  bought  5,000  amphetamine 
tablets  from  Miller  in  one  purchase. 

U.  S.  Department  of 
Health,  Education,  and  Welfare 
Food  and  Drug  Administration 
Washington  25,  D.  C. 
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Health  Manpower  Management 


M.  M.  Van  Sandt,  M.D. 


1 

The  basic  requirements  for  the  effective  management  of  health  manpower  are  i 
apparent.  Considerable  work  needs  to  be  done,  however,  to  refine  the  adminis- 
irative  techniques  involved,  to  identify  the  required  channels  of  communication 
I and  command,  and  to  determine  methods  by  which  training,  distribution,  and 
effective  utilization  can  be  accomplished.  Perhaps  the  most  single  important 
\ requirement  for  effective  manpower  management  is  the  development  of  an 
'-r  effective  organization  at  each  level  of  government. 

i With  careful  organizational  planning  for  resource  management  at  all  levels  of 
^ government,  we  will  take  a long  step  toward  ensuring  that  the  health  needs  of 
: the  civilian  population  will  be  met  in  the  event  of  a national  disaster.  - 


IN  THE  event  of  a national  emergency  or  enemy 
attack  upon  this  country,  a marked  disparity  be- 
tween the  health  requirements  and  the  avail- 
able resources  can  be  anticipated.  To  a substan- 
tial degree,  the  survival  of  the  nation  will  de- 
pend upon  the  prudent  management  of  the  re- 
maining health  manpower,  supplies,  and  facili- 
ties. 

The  Office  of  Civil  and  Defense  Mobilization 
and  the  Department  of  Health,  Education,  and 
Welfare  have  been  concentrating  on  the  devel- 
opment and  implementation  of  programs  that 
will  assure  the  most  efficient  utilization  of  these 
resources  and  reduce  to  a minimum  the  disparity 
between  the  supply  and  the  need.  However,  ac- 
tion at  the  Federal  level  is  limited  primarily  to 
planning.  Implementation  to  achieve  true  readi- 
ness can  be  accomplished  only  at  the  State  and 
local  level. 

Supplies  and  facilities  may  be  stockpiled,  but 
there  is  no  effective  means  of  stockpiling  skilled 
manpower.  Planning  must  be  directed  toward 
alleviating  the  relative  health  manpower  defi- 

Presented  before  the  Medical-Health  Section,  Ninth  U.  S. 
Civil  Defense  Council  Conference,  MinneaiJolis,  Minnesota,  Sep- 
tember 21,  1960. 

Division  of  Radiological  Health,  Puhlie  Health  Service,  DHEW, 
Washington  25,  D.C. 


ciencies  by  enhancement  of  capabilities  through 
such  measures  as  assignment,  training,  organiza- 
tion, and  efficient  utilization  of  those  who  sur- 
vive. 

RESPONSIBILITY 

The  proposed  Presidential  Executive  Order 
delegating  certain  health  mobilization  functions 
to  the  Department  of  Health,  Education,  and 
Welfare  directs  the  Secretary  to  prepare  national 
emergency  plans  and  preparedness  programs 
covering  the  development,  utilization,  and  man- 
agement of  health  manpower.  These  require- 
ments are  detailed  in  the  National  Health  Plan 
and  the  National  Manpower  Plan. 

Recent  Operations  Alert  and  other  studies 
demonstrate  that  with  an  all-out  attack  upon 
this  country,  casualties  will  number  in  the  mil- 
lions. Approximately  15  per  cent  of  the  total 
population  will  be  victims  of  blast  and  thermal 
injuries  and  an  additional  15  per  c('nt  will  be 
subjected  to  radiation  injur)'.  Thes('  casualties 
would  include  approximately  a third  ol  the  ph\  - 
sicians,  dentists,  and  professional  nurses.  Tlu- 
surviving  manpower  resource  among  those  ac- 
tive practitioners  in  these  tlirt'c  groups  would 
total  approximatt'l)  155,000  idnsieians,  60,000 
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dentists,  and  315,000  professional  nurses. 

These  are  the  critical  health  manpower  we 
look  to  for  the  care  of  approximatly  25  million 
surviving  casualties  and,  at  the  same  time,  to 
treat  approximately  10  million  sick  patients 
among  the  non-casualty  population. 

Extraordinary  measures  in  resource  manage- 
ment must  be  taken  if  the  health  needs  of  the 
surviving  population  are  to  be  met  even  in  the 
most  austere  manner. 

Under  delegation  from  the  Secretary  of  the 
Department  of  Health,  Education,  and  Welfare, 
the  Public  Health  Service  has  initiated  action  to 
carry  out  its  responsibilities  in  this  field. 

OBJECTIVES 

The  immediate  objectives  are  the  develop- 
ment of  operational  procedures  for  health  man- 
power management  to  be  instituted  at  the  na- 
tional and  regional  levels  and  the  development 
of  standards  and  guidelines  to  implement  these 
procedures  at  the  State  and  local  levels.  These 
goals  can  be  attained  only  through  the  coordi- 
nated planning  of  all  health  organizations  and 
agencies,  both  public  and  private. 

The  basic  requirements  for  the  successful  ad- 
ministrative management  of  health  manpower 
include  the  following: 

1.  Identification  of  the  essential  activities 
which  require  skilled  health  manpower  (such  as 
hospitals  for  casualty  and  non-casualty  care, 
public  health,  industrial  health,  medical  educa- 
tion, and  research). 

2.  Establishment  of  standards  and  priorities 
of  assignment  and  utilization  of  skilled  personnel 
in  the  various  essential  activities  to  ensure  a 
balanced  emergency  health  service. 

3.  Inventory  of  the  essential  health  manpower 
( including  a catalogue  of  skills ) available  at 
the  local  level  to  perform  these  various  activi- 
ties. 

4.  Administrative  procedures  necessary  to  as- 
sign or  deploy  essential  health  manpower 
( Specified  in  Section  I of  attached  list ) in  ac- 
cordance with  the  needs  and  standards  that  are 


established. 

5.  Administrative  procedures  necessary  to  en- 
sure the  availability  of  supporting  manpower 
and  services  that  will  permit  the  most  efficient 
use  of  health  personnel.  (Refer  to  Section  1) 

ESSENTIAL  ACTIVITIES 

Let  us  consider  some  of  these  requirements 
in  a little  more  detail.  In  the  identification  of 
the  essential  activities  which  require  skilled 
health  manpower,  we  are,  of  course,  concerned 
immediately  post-attack  with  three  distinct  prob- 
lem areas: 

First,  there  is  the  problem  of  millions  of 
casualties,  occurring  almost  simultaneously 
under  remarkably  chaotic  conditions.  Facilities 
and  supplies  are  destroyed,  supporting  services 
are  reduced  or  non-existent,  and  the  rescue  and 
medical  care  operations  are  temporarily  pro- 
hibited in  many  areas  by  radiation  fallout. 

Second,  normal  public  health  protective  meas- 
ures are  destroyed  or  become  ineffectual.  There 
is  widespread  contamination  of  food  and  water; 
and 

Third,  there  is  a sharp  increase  in  the  inci- 
dence of  illness  and  disease  among  the  surviving 
non-casualty  population. 

During  the  immediate  post-attack  period,  es- 
sential activities  will  consist  of  the  surviving 
population  taking  cover,  meeting  its  own  im- 
mediate health  needs  through  self-care  or  neigh- 
bor-care, and  sustaining  life  until  local  radiation 
levels  have  subsided. 

As  local  conditions  permit,  organized  health 
and  medical  efforts  will  be  directed,  at  first, 
to  the  care  of  the  casualty  and  non-casualty 
population  and  the  reinstitution  of  public  health 
control  measures.  Later,  community  health  serv- 
ices will  be  instituted  in  conjunction  with  welfare 
services  for  displaced  persons. 

As  soon  as  conditions  permit,  resumption  of 
medical  education  and  reorganization  of  the 
medical  research  program  must  be  accomplished. 
However,  in  areas  of  devastation,  it  may  be 
many  months  before  such  action  can  be  insti- 
tuted. 
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STANDARDS  OF  UTILIZATION 

Standards  and  Priorities  for  the  assignment 
and  utilization  of  skilled  personnel  in  the  vari- 
ous essential  activities  must  be  established  if 
we  are  to  ensure  a balanced  emergency  health 
service.  For  example,  the  casualty  care  problem 
immediately  post-attack  will  be  so  tremendous 
that  we  could  devote  our  entire  resources  to  it, 
and  completely  neglect  the  non-casualty  popula- 
tion. But,  rehabilitation  of  the  country  depends 
ultimately  upon  the  resumption  of  industrial 
production  and  this  in  turn  is  directly  related 
to  the  sustained  good  health  of  the  non-casualty 
population. 

Thus,  the  standards  and  priorities  that  will 
guide  the  management  of  all  health  manpower 
depend  upon  the  immediate  goals  of  restoring 
the  casualty  population  to  good  health,  re-estab- 
lishing public  health  controls,  and  instituting 
measures  to  ensure  the  continued  good  health 
of  non-casualties;  and,  the  secondary  goals  of 
re-establishing  professional  education  and  the 
research  systems  necessary  to  sustain  the  medi- 
cal and  health  program.  Both  of  these  goals 
must  be  achieved  before  the  nation  can  return 
to  its  pre-attack  status. 

The  immediate  goals  can  be  attained  by  such 
pre-attack  measures  as : 

1.  Developing  the  capability  of  the  civilian 
population  to  meet  its  own  health  needs  through 
self-  and  neighbor-help. 

2.  Stockpiling  supplies,  equipment,  and  facili- 
ties in  the  areas  where  they  will  be  immediately 
available  for  use  and  yet  protected  as  well  as 
possible  from  the  effects  of  attack  and  deteriora- 
tion. 

3.  Mobilizing,  organizing,  and  training  all 
types  of  health  personnel. 

4.  Operational  planning  to  institute  health  and 
medical  programs  based  upon  a realistic  assess- 
ment of  the  probable  post-attack  situation,  the 
available  resources  and  the  local  capability  for 
their  utilization. 

Secondary  goals  can  be  realized  by  preplan- 
ning alternate  sites  for  medical  schools,  preser- 
vation of  teaching  materials,  and  the  develop- 


ment of  emergency  educational  criteria  and  pro- 
grams. Existing  medical  school  and  research 
personnel  should  be  maintained  as  intact  as 
possible  while  concentrating  upon  immediate 
post-attack  problems  so  they  may  revert  to  their 
former  activities  with  a minimum  of  difficulty 
when  conditions  permit. 

INVENTORY 

Inventory  of  local  health  manpower  supply, 
including  distribution  and  catalogue  of  skills 
available  to  perform  essential  activities  is  a basic 
requirement  of  any  manpower  program.  We 
must  have  detailed  knowledge  of  our  health 
manpower  resource  if  we  are  effectively  ( 1 ) to 
plan  for  the  stockpiling  of  supplies,  equipment, 
and  facilities;  (2)  to  provide,  organizationally 
and  operationally,  for  health  services  at  the  local 
level;  and  (3)  to  utilize  bomb  damage  assess- 
ment information  in  the  immediate  post-attack 
period. 

The  development  and  maintenance  of  a local 
inventory  is  a time-consuming  and  tedious  job. 
However,  without  a pre-attack  inventory,  it  is 
virtually  impossible  for  any  community  to  or- 
ganize fully  its  health  manpower  resources  and 
ensure  the  best  planning,  training,  and  utiliza- 
tion of  these  personnel  post-attack.  The  resources 
triad:  personnel,  material,  and  facilities  must  be 
considered  as  a whole.  Physicians  and  other 
health  personnel  must  have  specialized  health 
supplies,  equipment,  and  facilities  before  they 
become  health  manpower  in  terms  of  effective 
utilization  of  their  skills. 

The  inventory  and  catalogue  of  health  skills 
identify  the  individuals  that  must  be  included  in 
the  pre-attack  planning  and  often  uncover  a 
potential  resource  (i.e.,  inactive  nurses)  several 
times  the  size  one  might  otherwise  believe  is 
available  locally. 

At  present,  detailed  data  on  the  health  man- 
power resources  of  the  United  States  are  inade- 
quate at  all  levels  — local.  State,  regional,  or 
national.  The  minimum  inventory  required  is  a 
catalogue  of  current  information  on  the  essen- 
tial health  manpower  residing  in  each  commun- 
ity. This  list  should  be  maintained  in  detail  at 
the  local  level  and,  wherex  er  possible,  be  totaled 
numerically  at  the  State,  regional,  and  national 
levels. 
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We  should  not  be  misled  into  believing  that 
this  inventory  represents  a real  health  manpower 
resource.  It  indicates  only  a potential  resource 
until  each  inventoried  individual  receives  a 
mobilization  assignment,  willingly  assumes  his 
role  in  the  local  emergency  health  organization, 
and  is  trained  and  rehearsed  in  the  actions  he 
will  take  and  the  functions  he  will  perform  in 
the  event  of  a disaster. 

Furthermore,  in  spite  of  a pre-attack  inven- 
tory, we  will  still  require  a post-attack  registra- 
tion of  essential  health  personnel  in  order  to 
measure  the  surviving  manpower  resource  and 
reorganize  community  health  services. 

ADMINISTRATION 

Let  us  consider  now  the  administrative  meas- 
ures necessary  to  assign  and  deploy  health  man- 
power in  accordance  with  the  needs  and  stand- 
ards that  we  have  discussed.  Here  we  have  a 
great  deal  to  learn.  The  problems  are  complex 
and  our  program  will  have  to  be  comprehensive. 
But,  whatever  the  final  plan  any  be,  certain  steps 
will  be  vital  to  it.  They  would  include: 

First,  the  effective  administrative  management 
of  health  manpower  requires  an  organizational 
structure  patterned  to  channel  from  the  local 
community  to  the  State,  regional,  and  national 
levels.  As  we  have  seen,  there  will  be  the  need 
for  communities  and  States  to  have  the  capabil- 
ity of  operating  programs  independently  for 
some  time  post-attack.  In  the  final  analysis,  how- 
ever, survival  depends  upon  re-establishing,  as 
early  as  possible,  continuity  of  government,  com- 
munications, and  the  institution  of  national  con- 
trol of  resources  in  order  to  ensure  their  most 
provident  utilization. 

Therefore,  the  administrative  measures  that 
are  developed  for  the  emergency  management 
of  health  manpower  must  possess  sufficient  flex- 
ibility to  permit  independent  operation  at  the 
local  level  and  still  lend  themselves  to  integra- 
tion at  any  higher  echelon. 

Next,  these  measures  must  provide  the  me- 
chanism for  each  level  to  utilize  fully  the  health 
manpower  resources  within  its  jurisdiction  and, 
where  necessary,  to  relocate  personnel  within 
the  area  for  more  advantageous  utilization.  For 
example,  if  a given  State  were  isolated  by  at- 


tack, determinations  would  have  to  be  made  as 
to  what  areas  were  in  greatest  need  of  health 
personnel  and  from  what  areas  these  reinforce- 
ments should  come.  This  would  require  an 
evaluation  of  health  needs  in  terms  of  the  total 
supply  of  health  resources  available  within  the 
State. 

Then,  the  evaluation  would  have  to  be  con- 
verted to  specific  skills  and  matched  with  spe- 
cifie  persons  to  be  moved.  The  entire  process  is 
one  which  must  be  performed  by  qualified 
health  personnel.  Once  the  decision  is  made  as 
to  who  shall  be  moved,  and  where,  the  State 
employment  service  must  enter  the  picture  and 
provide  the  administrative  mechanism  to  effect 
the  actual  transfer. 

A similiar  mechanism  will  operate  at  the  na- 
tional and  regional  levels.  The  Public  Health 
Service,  working  in  conjunction  with  the  other 
Federal  agencies  and  the  medical  and  allied 
health  professions,  must  plan  for  the  allocation, 
distribution,  and  utilization  of  the  non-mihtary 
component  of  essential  health  skills.  These  skills, 
as  defined  in  Appendix  I to  Annex  18  of  the 
National  Plan,  include  physicians,  dentists, 
veterinarians,  nurses,  pharmacists,  sanitary  en- 
gineers, and  15  other  health  occupations.  These 
personnel  are  directly  concerned  with  the  na- 
tion’s critieal  health  needs  and  must  remain  at 
all  times  under  the  direct  control  of  health 
authorities  at  each  level  of  government. 

Other  health  skills  (Delineated  in  Section  II 
of  attached  list)  includes  optometrists,  podia- 
trists, medical  social  workers,  medical  record 
librarians,  occupational  therapists,  first  aid  at- 
tendants, and  some  15  other  allied  health  skills. 
The  control  of  this  group  is  the  responsibility 
of  the  Department  of  Labor  and  its  counter- 
parts at  each  level.  Allocations  are  made  to  the 
health  authorities  by  this  agency. 

At  all  levels  — national,  regional.  State,  and 
local  — these  management  activities  relating  to 
allocation,  distribution,  and  utilization  of  essen- 
tial health  manpower  should  be  assisted  by 
properly  constituted  health  manpower  utiliza- 
tion committees.  At  the  national  and  regional 
levels,  these  committees  will  be  made  up  of 
representatives  of  the  Federal  health  agencies 
and  non-Federal  professional  health  associations. 
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At  the  State  and  loeal  levels,  they  should  consist 
of  representatives  of  the  State  and  local  or  area 
health  departments  and  the  State  and  local  pro- 
fessional health  associations. 

Only  through  this  coordinated  effort  may  we 
be  assured  that  the  most  effective  allocation  and 
utilization  of  the  essential  health  manpower  will 
be  realized. 

In  short,  the  administrative  principles  govern- 
ing the  assignment  or  deployment  of  the  avail- 
able essential  health  manpower  are  the  follow- 
ing; 

1.  The  essential  health  skills  must  be  identi- 
fied. 

2.  The  allocation,  distribution,  training,  and 
utilization  of  the  essential  health  manpower 
must  be  performed  by  health  authorities  at  each 
level  of  government. 

3.  The  Employment  Service  must  provide  the 
administrative  mechanism  necessary  to  imple- 
ment the  decisions  of  the  health  authority. 

4.  Health  Manpower  Utilization  Committees 
must  be  established  and  employed  at  each  level. 

The  final  basic  requirement  for  health  man- 
power management  is  the  development  of  ad- 
ministrative measures  necessary  to  ensure  the 
availability  of  supporting  manpower  and  allied 
services  which  will  guarantee  the  most  effective 
use  of  skilled  health  personnel. 

As  was  indicated  previously,  the  health  au- 
thority will  have  a command  relationship  only 
to  essential  health  skills  (Section  I of  attached 
list).  Health  services  will  compete  with  other 
programs  for  the  supporting  manpower  and 
services  which  are  necessary  to  any  successful 
health  operation.  The  greater  the  amount  of  sup- 
porting services  that  are  made  available,  the 
more  efficient  will  be  the  utilization  of  the  skilled 
health  manpower. 

At  each  level,  the  health  authority  must  be 
prepared  to  claim  the  necessary  supporting  man- 
power and  services  and  justify  this  claim  in  terms 
of  operational  needs.  The  Employment  Service 
at  each  level  must  adjudicate  claims  and  al- 


locate resources  from  the  available  manpower 
pool.  Both  the  health  authority  and  the  Em- 
ployment Service  operate  under  the  authority  of 
the  Governor  or  Mayor  and  his  Civil  Defense 
Director.  The  necessity  for  preplanning  and  or- 
ganizational training  in  these  activities  cannot  be 
over-emphasized. 


HEALTH  SKILLS 
Section  I* 

Physician  (M.D.) 

Physician  (D.O.) 

Dentist 
Veterinarian 
Professional  nurse 
Pharmacist 
Sanitary  Engineer 
Assistant,  physician’s 
Attendants,  hospital 
Orderly 
Nurse  aide 
Ward  attendant 
Charge  attendant 
Asylum  attendant 
Attendant,  physical  therapy 
Bacteriologist  (medical,  pharmaceutical  and  public 
health) 

Clinical  radioisotope  technician 
Laboratory  technicians  and  assistants 
Medical  technologist-technician 
X-ray  technician 

Licensed  midwives  and  practical  nurses 
Nuclear  health  physics  specialist 
Physical  therapist 
Psychologist,  clinical 
Sanitary  inspector 
Sanitary  technician 
Social  worker,  psychiatric 
Superintendent,  hospital 
Teacher,  first-aid 

Section  II** 

Admitting  Officer  (registrar) 

Assistant,  dentist’s 
Attendants,  hospital 
Guard 

Attendant,  occupational  therapy 
Morgue  Man 

Veterinary  — hospital  attendant 
Chiropodist 
Dietitian 

Emergency-vehicle  driver 
First-aid  attendant 

Health  officer.  Field  (government  service) 

Hospital  & Surgical  equipment  serviceman 
Laboratory  technicians  and  assistants 
Office  assistant,  doctor’s  laboratory 
Electrocardiograph  technician 
Dental  technician 
Dental  hygienist 
Manager,  dental  laboratory 
Electroencephalograph  technician 
Medical  record  librarian 
Occupational  therapist 
Optician 
Optometrist 
Orthopedic  technician 
Prescription  clerk 
Reception  clerk,  hospital 
Social  worker,  medical 
X-ray  equipment  tester 

“Uc'piescnts  liealth  nuinpowor  (U’sljinatial  for  separate  manage- 
ment I>y  healtli  autlmrities. 

Identified  for  speiial  eonsideration  in  liealth  planning.  I’er- 
sonnel  remain  in  general  manpower  pool  exeept  when  provirled 
to  liealth  .sersiees  hy  ttu-  Department  of  Labor,  or  by  State 
and  loeal  offi.es  ot  the  I’nblie  Emplojinent  Serviee. 
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effective,  palatable,  economical 

CREiyiOSUXIDINE®[SULFASUXIDINE®SUCClNYLSULFATHlAZOLE  SUSPENSION  WITH  KAOLIN  AND  PECTIN] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored . . . readily  accepted  by  patients  of  ail  ages. 

Additional  information  on  GremosuxidINE  is  available  to  physicians  on  request. 

MERCK  SHARP  & DOHME,  division  of  merck  & GO.,  Inc.,  west  point,  pa. 


CREMOSOXIOINE:  and  SULFASUXtOlNE  ARE  TRADEMARKS  OF  MERCK  & CO.,  INC. 


OcCUpilClOnsl  therapist  guides  pstient  m newly  acquired 

hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospital 
are  encouraged  to  participate  in  constructive  hobbies  as  another  integral 
part  oF  their  rehabilitation  program,  according  to  doctor  s instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 


or  in  the  special  hobby  workshop  in  the  hospital. 


.ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 

PROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


\m\m  nuspiicii 

5055  North  34th  Street 
AMherst  4-4111 
PHOENIX.  ARIZONA 
OTTO  L BENDHEIM,  M.D,.  F.A.P.A.,  Medical  Director 


SPECIAL  COUGH  FORMULA 

fyr  CKtldrert 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 

Neo-Synephrine®  hydrochloride  . . 


5.0  mg. 
2.5  mg. 


Dosage: 

Children  from  6 months  to  1 year, 
l/4  teaspoon;  1 to  3 years,  l/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 

Exempt  Narcotic 


(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  ^ nutritionally  4* *  metabolically  ^ mentally 


Each  dry-filled  capsule  contains;  Ethinyl 
Estradiol.  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.6  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  600  U.S.P.  Units  • Vitamin 
Bi2  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi).  5 mg.  • Riboflavin 


(B2),  6 mg.  • Niacinamide,  15  mg.  • Pyri- 
doxine  HCl  (Bo),  0.6  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol.  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  60  mg.  • 1-Lysine  Mono- 
hydrochloride, 26  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.6  mg.  • Ferrous  Fumarate  (Ele- 


mental iron,  10  mg.).  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  Calll’Oi). 
36  mg.  • Phosphorus  (as  CallPOi).  27  mg. 

• Fluorine  (as  CaF2),  0.1  mg.  • I'oppor  uis 
CuO),  1 mg.  • Potassium  (as  K2SO1'.  6 
mg.  • Manganese  (ns  MnOcl,  1 mg.  • Zinc 
(as  ZnO),  0.6  mg.  • Magnesium  (MgO'.  1 
mg.  Siipiih./:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE.  PRECAUTIONS  AND  CONTRAINDICATIONS 
from  your  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  I)  E PA  RTM  E NT. 

LEDERLE  L A B O R AT  O R I E S , A Division  of  A M E R I C A N CYANAMID  COMPANY,  Pearl  River,  Now  York 
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Medical  Society  of  the  United  States  and  Mexico 

Annual  Meeting— Hermosillo 
December  6,  7,  8, 1961 


By  the  time  this  issue  reaches  the  subscribers,  they  will  have  received  the 
first  official  circular  notice  and  preliminary  program  of  the  forthcoming  annual 
meeting  in  Hermosillo,  on  Dec.  6,  7 and  8. 

You  are  requested  to  follow  the  instructions  on  that  circular,  particularly 
in  regard  to  reservations  for  accommodations  in  Hermosillo;  and  in  Guaymas,  if 
you  intend  to  go  there  for  the  weekend. 

It  is  again  hoped  that  the  scientific  sessions,  which  include  four  symposia, 
will  be  well  attended,  and  that  enthustiastic  and  active  participation  by  the 
members  can  be  counted  on.  A simultaneous  translation  electronic  setup  is  be- 
ing secured  to  assure  a better  interlingual  understanding  of  audience  and  par- 
ticipants. 


Juan  E.  Fonseca,  M.D. 
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Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


Management  and  Labor  Agree  . . . 

There’s  one  thing  that  management  and  labor  agree  on  and 
that  is  they  like  to  pay  their  bills  on  easy  monthly  payments. 

" Today  it  doesin’t  matter  whether  a man  makes  $2,000  or 
! $20,000;  he  still  buys  on  credit  and  likes  the  monthly  payment 

i method.  That  means  that  many  of  your  patients,  despite 
I their  economic  status,  whom  you  might  think  have  the  ready 
i money  for  surgery,  maternity  care  or  dental  work  really  have 
I their  money  obligated  for  the  future. 

i If  you  offer  them  the  Budget  Plan  for  Health,  you’ll  find  they 
I can  afford  it  and  it  will  insure  you  of  getting  your  money 
I quickly.  Your  patients  will  like  the  easy  monthly  payment  at 
i bank  rate  of  interest  — no  high  rates  at  M & D. 

I In  this  day  and  age  of  monthly  payments,  your  patients  will 
j expect  and  appreciate  your  offering  them  an  easy  way  to  pay 
I through  the  Budget  Plan  for  Health.  Make  it  a habit  to  sug- 
1 gest  the  Budget  Plan  to  all  your  patients  regardless  of  their 
financial  circumstances.  Yes,  both  management  and  labor 
agree  that  monthly  payments  at  bank  rate  of  interest  are  just 
the  “ticket”  to  help  them  afford  your  services  and  yet  meet 
i their  financial  obligation  to  you  without  strain.  REMEMBER,  , 
DOCTOR,  A PAID  PATIENT  IS  A SATISFIED  PATIENT  , 
AND  YOUR  BEST  PRACTICE  BUILDER.  I 


I; 


First  Street  at  Willetta  • Phoenix  • AL  8-7758 
31  North  Tucson  Boulevard  • Tucson  • MA  3-9421 

! 456  North  Country  Club  Drive  • Mesa  • WO  4-5668 


or  other 
infections 


antibiotic  therapy  wit 


CAPSULES,  150  mg.,  75  mg.  Dosage:  Average  infections— 
150  mg.  four  times  daily.  Severe  infections— Initial  dose  of 
300  mg.,  then  150  mg.  every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with  cali- 
brated, plastic  dropper.  Dosage:  1 to  2 drops  (3  to  6 mg.) 
per  pound  body  weight  per  day  — divided  into  four  doses. 
SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored). 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day— divided 
into  four  doses. 


PREC.\UTIONS  — As  with  other  antibiotics,  declomycin  ma 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nause: 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  I 
sunlight  has  been  observed  in  a few  patients  on  declomyci) 
Although  reversible  by  discontinuing  therapy,  patients  shouf 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiJ 
syncrasy  occurs,  discontinue  medication.  1 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  wtl 
declomycin,  as  with  other  antibiotics,  and  demands  that  th 
patient  be  kept  under  constant  observation. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ^ 


added  measure  of  protection 

vlYCiN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 

against  relapse — up  to  6 days’  activity  on  4 days’  dosage 

against  secondary  infection^sustained  high  activity  levels 
against  ^‘^problein”  pathogens— positive  broad-spectrum  antibiosis 

Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30 


low-back  patient 
back  on  the  payroll 


Soma  relieves  stiffness 
—stops  pain,  too 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


(g  ( carisoprodol,  Wallace,  i 

Wallace  Laboratories,  Cranbury,  New  Jersey  j 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  USUAL  DOSAGE: 
1 TABLET  Q.I.D. 
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prescribe  NEW 
WIN-CODIN'Tablets 

New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine®  10  mg.— to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)  — to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.— an  antihistamine  to  shrink 

engorged  membranes  and  lessen  rhinorrhea 

Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 

infectionst 


LABORATORIES 
New  York  18,  N.  Y. 


New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  I or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  14  to  1 tablet  tlrree  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

♦Trademark  tFor  persons  with  vitamin  C deficiency 

Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 

I— m 
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(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


% lowers  motility 

controls  diarrhea 

Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  ihe  Service  of  Medicine 
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The  President's  Page 

The  Voice 

Leslie  B.  Smith,  M.D. 


The  image  of  our 
medical  profession 
will  continue  to  be 
difficult  to  improve 
so  long  as  there  are 
the  few  who  speak 
and  act  without  in- 
tegrity and  factual 
knowledge  and  those 
who  improperly  im- 
post their  personal 
prejudices. 

The  Inspector  Gen- 
eral of  the  United 
States  Armed  Forces 
was  strickened  with  a 
serious  illness  during  a crucial  phase  of  World 
War  II.  It  was  my  duty  to  be  his  physician  and 
the  magnitude  of  the  responsibility  was  imme- 
diately apparent. 

On  the  third  day  of  his  illness,  the  General 
querried  me  as  to  “who  are  you?”  He  was  not 
satisfied  in  knowing  that  I was  a Gaptain  in 
the  Medical  Gorps  or  that  I was  Ghief  of  the 
Medical  Service  of  a large  station  hospital  and 
proceeded  to  obtain  a full  statement  as  to  my 
training  and  experience.  The  following  day  the 
General  offered  a sage  explanation  for  his  tart 
inquiry  stating,  “In  my  position  as  the  Inspector 
General,  I am  often  called  upon  to  make  de- 
cisions relative  to  things  of  which  I have  little 
or  no  knowledge  — in  this  instance  I want  to 
be  certain  that  you  are  not  in  a similar  posi- 
tion.” 

In  essence  he  said  — one  should  speak  and 
act  from  knowledge  and  not  merely  from  the 
authority  invested  by  ones’  position  or  title. 
Hold  your  opinions  in  escrow  until  all  the  facts 
have  been  assembled. 


“The  Voice”  of  those  who  must  be  heard  ir- 
respective of  their  incongruous  remarks  is  one 
of  the  greatest  impediments  to  the  accomplish- 
ment of  any  group  or  organization.  The  motivat- 
ing force  behind  “the  voice”  varies  from  that  of 
immaturity  to  arrogant  affrontry.  There  are 
those  who  speak  only  to  tranquilize  their  ego, 
and  those  who  persistently  remain  ‘negative’  to 
command  personal  attention  (these  are  the 
‘againers’),  and  there  are  those  who  brazenly 
interrupt  before  a subject  has  been  completely 
outlined  for  discussion,  at  a time  when  it  would 
be  absolutely  impossible  for  “the  voice”  to  have 
any  knowledge  relative  to  the  proposed  subject. 
It  is  disconcerting  when  “the  voice”  transfers 
his  aroused  emotions  from  previously  discussed 
issues  to  completely  unrelated  matters.  Much 
time  is  wasted  by  “the  voice”  who  repetitiously 
rehashes  that  which  has  preceded. 

It  has  been  said  that  the  Bantam  Rooster  com- 
pensates for  his  inferiority  complex  by  being 
vociferous.  However,  small  physical  stature  in 
humans  is  not  a distinctive  feature  of  a “voicer.” 

It  is  indeed  embarrassing,  as  recently  hap- 
pened, when  “the  voice”  of  a member  of  the 
medical  profession  expressed  his  cursory  con- 
clusions, who  when  challenged  by  a newspaper 
reporter,  admitted  that  he  had  not  read  the 
document  to  which  he  had  voiced  exception. 

There  are  only  a few  of  our  Doctors  who 
present  themselves  as  “the  voice,”  how'ever  it 
must  be  remembered  that  their  unfounded  state- 
ments are  made  to  appear  as  authoritati\e  by 
those  who  chose  to  deprecate  the  medical  pro- 
fession. 

The  old  adage  “count  ten”  pa\s  great  di\i- 
dends!  We  will  all  profit  b\’  the  General’s  credo 
that  one  should  be  correcth'  intormcd  before 
expressing  opinions  or  acting  thereon.  . . . 


Leslie  B.  Smith,  M.D. 
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Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because.. . it  contains  Fungizone,  the  antifungal  antibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 

Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections  — as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

*Mysteclin’®,  ‘Sumycin’®  and  ’Fungizone’®  are  Squibb  trademarks. 


Mysteclin-F 


For  fuU  informatioD, 
eee  your  Squibb 
Product  R^erence 
or  Product  Brief. 


Squibb  Phosphate-Potentiated  Tetracycline  (sumycin)  plus  Amphotericin  B (funcizone) 


Sc^yiBB 


Squibb  Quality  — 
the  Priceless  Ingredient 
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in  very  special  cases 
; - a very  superior  brandy... 


specify 


★ ★ ★ 


MllflllSST 

COGNAC  BRANDY 


WAY  LAND 

PRESCRIPTION  PHARMACIES 

TWO  CONVENIENT  LOCATIONS 

NORTH  CENTRAL  MEDICAL  BLDG. 

2021  N.  Central 
And 

PROFESSIONAL  BUILDING 
1 3 E.  Monroe 

Phoenix,  Arizona 

CITY  WIDE  DELIVERY 


No  Saif  Free  Diet  is 
Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 


The  purest  water  available. 


AM  4-0221 

for 

FREE 

Home  Delivery 
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drugs  anonymous 


One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic -name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

. . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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After  1 0 weeks 
of  therapy - 
a clear  skin, 
a new  personality, 
a new  world  of 
fun  and  laughter 

pHisoHex,  used  as  a daily,  exclusive 
wash,  enhances  any  treatment  for 
acne.  Because  it  contains  3 per  cent 
hexachlorophene,  it  supplies  continuous 
antibacterial  action  to  help  combat 
the  infection  factor.  pHisoHex 
cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
keratolytic  pHisoAc  Cream  provide 
basic  complementary  topical  therapy 
for  patients  with  acne— to  unplug 
follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

New  pHisoAc  Cream  dries,  peels  and 
helps  degerm  the  skin;  flesh-toned,  it 
tends  to  hide  acne  lesions  as  they  heal. 
pHisoHex,  in  unbreakable  squeeze 
bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  U/2  oz.  tubes. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 


CLINICAL'PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 
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Tareyton  delivers  the  flavor. . . 


Here’s  one  filter  cigarette  that’s  really  different! 


The  difference  is  this : Tareyton’s  Dual  Filter  gives  you  a 
unique  inner  filter  of  ACTIVATED  CHARCOAL,  definitely  proved  to 
make  the  taste  of  a cigarette  mild  and  smooth.  It  works  together  with 
a pure  white  outer  filter— to  balance  the  flavor  elements  in  the  smoke. 

Tareyton  delivers— and  you  enjoy— the  best  taste  of  the  best  tobaccos. 


Tareyton 


DUAL  FILTER 

Product  of  — do^xeeo-  is  our  middle  name  © t 


"ITire  white 
outer  filter 


ACTIVATED 
CHARCOAL 
inner  filter 


the 

trend  is  to 


l^ppamvcin 


New  evidence*  demonstrates  the  effectiveness  of  Terra- 
mycin  in  otitis  media  . . . another  reason  for  the  trend 
to  Terramycin. 

In  a series  of  4 1 cases  of  otitis  media,  Terramycin  not 
only  “was  often  successful  where  other  antibiotics 
had  failed,”  but  also  showed  that  “it  is  extremely  well 
tolerated”;  oral  dosage  for  infants  was  250  to  375 
mg.  daily,  for  children,  500  mg.  to  i Gm.  In  many 
instances,  oral  therapy  was  preceded  by  intramus- 
cular injection  of  Terramycin. 

The  authors  concluded  that  “there  is  good  reason 
to  consider  it  [Terramycin]  one  of  the  most  effective 
agents  for  treatment  of  infection  of  the  upper  respira- 
tory tract.” 

These  findings  confirm  the  continuing  vitality  and 
broad-spectrum  dependability  of  Terramycin,  as  re- 
ported through  more  than  a decade  of  extensive  clini- 
cal use. 


In  brief  I 


SYRUP  PEDIATRIC  DROPS 

125  ?ng.  per  tsp.  and  5 mg.  per  drop  (100  mg./cc.),  respectively 

deliciously  fruit-flavored  aqueous  dosage  forms  — 
conveniently  preconstituted 

Science  for  the  world's  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

*Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily  practice 
is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  order 
of  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organisms 
may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  are  rare.  Aluminum 
hydroxide  gel  may  decrease  antibiotic  absorption 
and  is  contraindicated. 

More  detailed  professional  information  available  on  request. 

another  reason  why  the  trend  is  to 
Terramycin— of  dosage  form: 

TERRAMYCIN  Capsules- 

250  mg.  and  125  mg.  per  capsule — 
for  convenient  initial  or  maintenance 
therapy  in  adults  and  older  children 
TERRAMYCIN  Intramuscular  Solution- 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — preconsti- 
tuted, ready  to  use  where  intra- 
muscidar  therapy  is  indicated 
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NEW.. made  from  100%  com  oil 


UNSALTED  MARGARINE 


FOR  HYPERTENSIVE  PATIENTS 


contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  butter 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, ne'w  Fleischmann’s  Unsalted  Corn 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated corn  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  corn  oil. 

The  substitution  of  Fleischmann’s  Un- 


ordinary margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
hypertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  delicate 
taste  that  he’ll  like.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 


salted  Corn  Oil  Margarine  for  butter  or  presently  limited  in  some  areas. 


In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann’s  Unsalted  (Sweet)  Margarine: 

Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 

100% 


Fleischmann’s 

Fresh-Frozen  in  the  green  foil  package 
in  your  grocer’s  frozen  food  case 


AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Fleischmann's 
Corn  Oil  Margarine  Will  Supply 

Corn  Oil— Liquid 22.7  Gm. 

Corn  Oil— Partially  Hydrogenated  . . . 22.7  Gm. 
Iodine  Value 90-95 

Sodium  (dietetically  sodium-free)  ...  6 Mgs. 

Linoleic  Acid 13.6  Gm. 

Vitamin  A (Adult’s  Need) 47% 

Vitamin  A (Child’s  Need) 62% 

Vitamin  D (Adult’s  and  Child’s  Need)  . . . 62% 


ONLY  UNSALTED  MARGARINE 
MADE  FROM  100%  CORN  OIL 
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Editorials 

Phoenix  Hospitals  Plan  Together 


One  of  the  most  encouraging  and  timely  de- 
velopments in  our  State  is  the  formation  of  the 
Maricopa  County  Hospital  Development  As- 
sociation. This  organization  provides  a means 
for  five  voluntary  non-profit  hospitals  in  the 
Phoenix  area  to  work  and  plan  together. 

Will  it  work?  Fervently,  we  hope  so.  Too  often 
in  the  past,  here  and  elsewhere,  such  attempts 
at  cooperation,  though  ideally  conceived,  have 
failed  because  individual  institutions  have  been 
unwilling  to  subjugate  selfish  interests  for  the 
common  good.  Hospitals,  like  Topsy,  have  been 
allowed  to  “just  grow.”  There  have  been  races 


to  obtain  identical  equipment,  sometimes  it 
seemed  more  for  prestige  value  than  for  actual 
patient  care.  Financial  campaigns  have  been 
overlapping  and  downright  competitive.  Prob- 
lems have  been  compounded  rather  than  simpli- 
fied or  solved. 

This  was  the  past.  Evidence  that  the  future 
may  be  different  at  least  in  the  Phoenix  area 
is  a recent  news  release  by  Mr.  John  M. 
Clements,  President  of  the  Association.  In  an- 
nouncing expansion  plans  for  Good  Samaritan, 
St.  Joseph’s,  St.  Luke’s,  Memorial  and  John  C. 
Lincoln  Hospitals,  Mr.  Clements  said  the  plans 
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like  to  ask  that  anyone  using  material  from  it  note  the  previous 
publication  in  ARIZONA  MEDICINE.” 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  should  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling  and 
punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  correct 
it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accept  for  pub- 
lication on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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called  for  a “coordinated,  economical  expansion 
program  — without  wasteful  duplication  of  ef- 
fort — to  keep  medical  facilities  in  stride  with 
the  explosive  population  growth  of  metropolitan 
Phoenix. 


patients,  and  that  care  of  a patient  should  not 
be  a competitive  contest  but  a cooperative  con- 
cern. We  believe  the  good  people  who  contribute 
to  the  support  of  these  hospitals  by  their  volun- 


Details  of  the  plans  are  not  important  here. 
They  are  impressive,  interesting  and  compre- 
hensive; and  the  facts  concerning  them  are  avail- 
able elsewhere. 


The  point  is  — it  must  work.  This  is  too  good 
a thing  to  let  fall  by  the  wayside.  We  believe 
it  will  work.  We  believe  hospitals  will  come  to 
realize  that  they  all  cannot  be  all  things  to  all 


tary  contributions  will  be  glad  to  see  that  their 
money  is  not  being  wastefully  used  in  duplica- 
tion of  material  and  effort. 

Long  live  the  Maricopa  County  Hospital  De- 
velopment Association! 

R.  Lee  Foster,  M.D, 


INCORPORATION  — 
SELF-EMPLOYED 

As  you  are  painfully  aware,  we  do  not  have 
a plant  that  stamps  out  widgets  to  keep  our 
income  at  a steady  level  whether  we  are  vaca- 
tioning on  the  Riviera  or  Marlin  fishing  in  the 
Gulf.  Unhappily  when  our  leg-work  ceases,  so 
does  our  income.  No  benevolent  emplo>er  is 
going  to  pension  us  off  when  senilit}'  causes  our 
hands  to  shake,  our  eyes  to  dim,  aud  spots  to 
appear  on  our  trousers  and  vests.  \\  c ha\  c'  none 
of  the  tax  savings  afforded  to  those  in  busiiu'ss. 
Admittedly  we  are  not  in  business,  w e are  pro- 
fessional people,  but  after  our  uselul  \c'ars  arc' 
past,  w'e  have  the  same  comuioii  lu'c'ds  as  rc'tirc'd 
business  jieople  without  ha\  iug  had  tiu'  sanu- 
tax  benefits.  It  doesn't  make’  si'use  lor  (he  laws 
of  the'  land  to  eliseriiuiuale  against  piolessional 
IH’opIe'. 
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Recently  a few  of  the  States  have  enacted 
laws  to  remedy  the  situation  by  allowing  self- 
employed  professional  people  to  incorporate  or 
form  associations  taxed  as  corporations  under 
U.  S.  laws.  The  purpose  is  to  let  professionals 
obtain  pensions  and  other  tax-free  benefits  avail- 
able to  employees.  In  such  states  the  doctor  is 
no  longer  the  “forgotten  man  of  fringe  benefits.” 
The  physician  under  some  new  laws  may  in- 
corporate, become  a one-man  company  and  get 
benefits  as  an  “employee,”  such  as  old  age 
pension,  medical  care,  death  benefits,  sick-leave 
pay  and  many  other  items  of  personal  expense  — 
all  tax  free. 

The  following  states  now  allow  members  of 
all  professions  to  incorporate:  Wisconsin,  Ohio, 
Florida  and  Oklahoma  (with  the  exception  of 
dentists  in  Oklahoma).  Minnesota,  South  Da- 
kota, Nebraska  and  Arkansas  permit  physicians 
only  to  incorporate  with  the  exception  of  Arkan- 
sas, which  permits  dentists  also  to  incorporate. 
Texas,  Illinois,  Pennsylvania,  Tennessee,  Con- 
necticut and  Georgia  let  members  of  all  pro- 
fessions form  associations. 

Federal  tax  regulations  have  been  revised  to 
apply  recent  favorable  court  rulings  to  such 
corporations  or  associations  in  states  permitting 
such  organizations. 

Congress  in  1958  adopted  a rule  that  says 
small  corporations  with  fewer  than  II  stock- 
holders can  elect  to  not  be  taxed  as  a corpora- 
tion. This  means  that  you  or  I could  incorporate 
without  having  to  pay  federal  corporation  tax 
if  Arizona  State  law  permitted  such  incorpora- 
tion, or  we  could  elect  to  be  taxed  as  a partner 
or  sole  owner,  and  as  an  employee  of  this  cor- 
poration, we  would  still  qualify  for  a pension 
plan  and  other  tax-free  benefits. 

There  are  certain  requirements  to  be  met,  our 
own  salaries  must  be  genuine  and  Social  Se- 
curity Taxes  must  be  paid,  but  the  tax  saving 
and  other  tax-free  benefits  more  than  overcome 
these  requirements. 

First  we  must  get  our  Legislature  to  act!  Let’s 
full  all  the  stops! 

Paul  B.  Jarrett,  M.D. 

REFERENCE:  Finance  Week  — U.  S.  News  & 
World  Report,  August  28, 1961. 


LETTERS  TO  THE  EDITOR 


September  19, 1961 

Dear  Sir: 

I should  like  to  comment  briefly  on  the  Edi- 
torial “The  Brainwashed  Doctor,”  in  Arizona 
Medicine,  August,  1961,  pp.  37A  and  38A,  by 
our  respected  delegate  to  the  AMA. 

The  author  states  that  a hypothetical  physician 
(“this  earnest  advocate  of  scientific  method”) 
makes  most  of  his  political  and  socio-economic 
decisions  based  on  sources  that  represent  only 
one  side  of  the  debate,  to  quote,  “From  AMA 
handouts,  from  the  editorials  of  conservative 
newspapers,  from  middlebrow  magazines,  from 
the  speeches  of  right  wing  politicians,  and  la- 
mentably too  often  from  the  kind  of  delusionary 
nonsense  that  is  found  in  pamphlets  circulated 
by  reactionary  paranoids.” 

The  use  of  some  of  these  picturesque  phrases 
seems  to  mark  the  author  as  less  than  objective 
in  his  own  thinking. 

The  writer  suggests  more  reading  of  “.  . . pub- 
lished blasts  from  . . . the  AFL-CIO,  from  the 
American  Civil  Liberties  Union,  from  the  Ameri- 
cans for  Democratic  Action  . . . the  “Saturday 
Review,”  the  “Progressive,”  the  “Reporter,”  and 
others. 

In  reading  and  studying  most  of  these  pub- 
lications I have  found  that  they  hardly  fulfill 
the  qualifications  of  “unbiased  authority”  to 
which  he  alludes. 

Perhaps  they  should  be  supplemented  with  a 
few  documents  from  the  U.  S.  Government  print- 
ing office  such  as  “Foreign  Relations  of  the  U.S., 
Diplomatic  Papers,  Conferences  at  Cairo  and 
Tehran,”  and  others;  or  “Staff  Analysis  Prepared 
for  the  Subcommittee  to  Investigate  the  Ad- 
ministration of  the  Internal  Security  Act  and 
other  Internal  Security  Laws,”  including  such 
pamphlets  as  “Permit  Communist-Conspirators 
to  be  Teachers,”  or  “Reports  by  J.  Edgar  Hoover 
on  Communist  Infiltration  and  Agitation  Tac- 
tics;” or  House  Committee  on  Un-American  Ac- 
tivities publications,  or  the  “Congressional  Rec- 
ord.” 

He  states  that  the  physician  “knows  that  he 
can  observe  only  through  vision  distorted  by 
his  own  prior  convictions;  and  he  knows  that 
he  must  distrust  by  self-interest.”  I prefer  to 
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think  that  prior  convictions  based  on  certain 
eternal  truths  may  clarify  rather  than  distort, 
and  I would  rather  trust  my  own  automatic 
responses  than  those  of  some  self  proclaimed 
socio-economic  “authority.” 

I agree  with  the  author  of  the  editorial  when 
he  pleas  for  “tolerance,  for  wide  reading,  (and) 
for  the  open  mind.”  However,  his  comments 
quoted  above  and  his  use  of  sueh  terms  are 
symptoms  that  he  himself  is  suffering  from  a 
clinieal  case  of  “brainwashing”  which  he  has 
diagnosed  in  some  of  his  colleagues. 

Sineerely  yours, 
Robert  F.  Lorenzen,  M.D. 


August  7,  1961 

Editor 

Arizona  Medical  Association 
Dear  Doetor: 

Occasionally  National  Foundation  chapters  are 
billed  by  physicians  for  personal  professional 
services  in  the  care  of  patients  with  acute  or 
residual  paralytie  poliomyelitis.  Although  this 
is  not  a widespread  practice,  it  is  at  times  a 
souree  of  embarrassment  in  that  eurrent  chapter 
patient  aid  policies  do  not  authorize  payment  of 
professional  fees. 

These  policies,  whieh  beeome  effective  in  1959, 
were  a result  of  considerable  study  and  dis- 
cussion. Prior  to  that  time,  it  had  been  permis- 
sible for  National  Foundation  chapters  to  re- 
imburse physieians  for  their  services,  and  ap- 
proximately one-third  of  our  3100  chapters  had 
been  doing  so  in  some  degree. 

Our  decision  to  eliminate  such  payments  was 
influenced  by  several  factors.  We  realized  the 
overriding  neeessity  of  having  uniform  national 
policies,  since  it  is  quite  common  for  physicians 
to  treat  polio  patients  from  several  chapter  areas. 
We  were  also  aware  of  the  fact  that  physicians 
in  some  communities  had  been  objecting  to  the 
practice  of  the  payment  or  fees  because  of  the 
problems  of  third  party  involvement  and  fee 
schedules  which  had  not  been  worked  out  to 
everyone’s  satisfaction. 

Physicians’  criticisms  were  generally  charac- 
terized by  a resolution  introduced  into  the 
American  Medical  Association  House  of  Dele- 
gates in  June  1959  by  the  Tennessee  State  Medi- 


cal Society.  This  resolution,  which  was  subse- 
quently modified  and  passed  by  the  House  of 
Delegates  in  June  1960,  in  effect  expressed  dis- 
approval of  our  past  praetice  of  permitting  pay- 
ments of  physicians’  fees  within  the  judgment  of 
the  Chapter  Exeeutive  Committee. 

Our  studies  of  the  problem,  which  began  in 
1958,  had  led  to  the  conclusion  that  we  could 
not  develop  a comprehensive  and  fair  fee  policy 
devoid  of  exereised  controls  by  a substantial 
number  of  lay  administrators  of  individual  chap- 
ters. Moreover,  we  questioned  the  wisdom  of 
encouraging  the  expenditure  of  voluntary  con- 
tributions from  a dedicated  segment  of  our 
national  population  to  cover  the  costs  of  phy- 
sicians’ services  if  the  patient  is  unable  to  pay. 

Current  patient  aid  policies  are  based  on  the 
concept  that  the  high  cost  of  catastrophic  illness 
derives  from  the  numerous  services  and  lengthy 
hospitalizations  necessary  for  adequate  care  of 
chronic  disabling  diseases  rather  than  from 
medical  fees.  We  believe  that  the  eeonomic 
burden  of  catastrophic  illness  should  preferably 
be  alleviated  by  giving  assistance  for  the  burden- 
some ancillary  costs  of  essential  long-term  or 
intensive  care.  Moreover,  we  believe  that  Na- 
tional Foundation  assistanee  to  families  afflicted 
with  such  chronic  diseases  should  be  available 
to  all  who  might  suffer  severe  economic  hard- 
ship from  such  an  event.  Thus  our  current  policy 
permits  assistance  to  families  of  private  as  well 
as  non-private  patients  without  involvement  in 
the  traditional  patient-physician  relationship,  and 
without  eoncern  in  the  matter  of  the  physician’s 
and  surgeon’s  fee. 

I write  this  letter  to  you  in  the  hope  that  it 
might  aid  in  the  interpretation  of  our  eoncept 
to  the  medical  profession,  and  perhaps  minimize 
misunderstandings.  I should  like  to  add  that 
our  staff  would  be  happy  to  continue  discussions 
of  this  complex  problem  and,  if  modifications  of 
chapter  patient  aid  policies  are  desirable,  such 
would  be  given  serious  consideration. 

Sincereb’ ) ours, 

William  S.  Clark,  M.D. 
Director  of  Medical  Care 
The  National  Foumlation 
Medical  Scientilic  Research. 

Professional  Education  and  Medical  Care 
800  Second  .\\  cnue 
Ne\\'  York  17,  New  York 
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August  1, 1961 

Dear  Editor: 

1 should  like  to  inform  my  colleagues  of  what 
this  Society  is  planning  and  what  has  already 
been  accomplished.  In  the  matter  of  a cultural 
undertaking  for  the  benefit  of  a community,  it 
is  important  that  the  leaders  in  the  community 
know  something  of  such  a proposition.  This 
Society  was  formed  and  incorporated  under  the 
laws  of  this  State. 

It  is  our  immediate  concern  to  establish  a 
zoo  of  a size  and  scope  to  vie  with  the  best  in 
the  world.  Educational  liaison  will  be  with  the 
departments  of  the  biological  sciences  of  our 
existing  schools.  Provisions  are  set  up  for  fellow- 
ships in  these  disciplines,  and  a Scientific  Coun- 
cil to  administer  this  function.  It  is  planned  to 
establish  the  Zoo  and  the  offices  of  the  Society 
in  the  Papago  Park  area. 

To  this  end  we  have,  so  far,  accumulated 
some  $350,000.00,  obtained  the  services  of  a 
nationally  acknowledged  authority  on  such  mat- 
ters as  Director,  and  our  various  committees 
have  been  ceaselessly  at  work  on  the  various 
facets  of  planning  and  building  this  zoo.  A good 
many  animals  are  already  here.  We  plan  to  open 
the  gates  in  1962.  We  have  experienced  such 
enthusiastic  support  from  every  side  that  we  are 
quite  confident  in  our  estimate. 

The  Board  of  Directors  has  requested  that  I 
make  you  acquainted  with  our  plans  and  hopes. 
You  will,  no  doubt,  wish  to  be  thus  informed 
whenever  the  conversation  might  turn  to  this 
topic.  If  further  information  is  desired,  I should 
be  delighted  to  hear  from  you  — as  would  also 
all  the  others  listed  above. 

Cordially, 
Jacob  M.  Sobol,  M.D. 

Member,  Board  of  Directors 
Arizona  Zoological  Society 
234  South  Ball  Park  Plaza 
Scottsdale,  Arizona 


THE  HORNErS  NEST 

How  long  will  it  be  before  the  ubiquitous 
“Journal  Club”  will  be  buried?  It  has  been  ailing 
many  years  and  may,  for  all  one  knows,  be  dead. 
\\diat  is  even  more  puzzling  is  that  it  is  used 


as  a sort  of  status  symbol  in  many  medical 
groups;  but  what  a poor  choice  to  use  some- 
thing so  moribund  to  bolster  one’s  sense  of 
security.  How  many  times  has  one  not  been 
approached  with  the  challenge  to  one’s  intel- 
lectual integrity:  “How  would  you  like  to  join 
a journal  club?”  What  does  one  say?  How  does 
one  react?  Do  you  admit  that,  much  as  you  like 
the  idea  of  the  fellowship  involved,  you  are 
plagued  with  the  thought  that  such  fellowship 
will  soon  be  soured  by  the  chore  of  the  forced- 
feeding  routine  you  would  be  letting  yourself 
in  for?  Or  do  you  use  the  subterfuge  of  the  “rain- 
check,”  implying  that  the  idea  appeals  to  you 
but  that,  because  of  circumstances  beyond  your 
control  you  cannot  at  this  time  attend  these  fine 
group-thinking  sessions?  Or  shall  you  say  out- 
right that  you  think  the  Journal  Club  an  abomi- 
nation? Most  journals  are  better  dead  than  read, 
and  why  take  a chance  on  joining  a club  where 
you  would,  out  of  politeness,  have  to  listen  to 
belabored  summaries  of  articles  you  have  no 
interest  in.  Some  journals  are  better  read  than 
dead,  and  why  spoil  the  enjoyment  they  provide 
you  in  the  quiet  of  your  mind  by  having  to 
convince  other  club  members  that  they  should 
enjoy  the  same  intellectual  items  that  you  do  — 
and  running  the  risk  that  they  may  be  puzzled 
by  your  enthusiasm  for  a particular  item. 

When  a teacher  or  a director  of  a teaching 
program  solemnly  advises  the  interns  and  resi- 
dents “Now,  young  men,  one  of  the  essential 
items  in  your  upbringing  is  the  Journal  Club! 
This  you  ?mist  have.”  — is  he  suggesting  this 
because  he  or  the  teachers  in  his  program  are 
believers  in  group-thinking,  group  intellectual 
effort?  Do  they  really  believe  that  a journal 
club  can  stimulate  a young  man  to  enjoy  read- 
ing? Or  could  it  be  that  the  Journal  Club  is  a 
lazy  teacher’s  way  of  getting  out  of  teaching? 
Is  it  not  far  more  profitable  to  advise  a young 
physician  in  training  on  what  basic  articles  to 
read  on  a case  in  question,  and  then  to  have 
him  present  this  material  as  a living  exercise, 
bringing  his  reading  to  life  by  displaying  its 
actual  current  worth? 

I do  not  know  when  the  Journal  Club  origi- 
nated, but  it  may  have  been  the  (at  the  time) 
splendid  idea  of  Sir  Mhlliam  Osier  while  at 
McGill. 

“Osier  started  a journal  club  for  the  pur- 
chase and  distribution  of  periodicals;  ten 


Vol.  18,  No.  11 


Arizona  Medicine 


43A 


members  of  the  faculty  including  Osier 
chipped  in  $10.00  per  annum  for  the  pur- 
chase of  journals,  especially  those  in  French 
and  German.”* 

I do  not  know  how  many  — or  rather  how  few 
— medical  journals  were  published  in  those  days 
( 1874),  but  it  is  likely  that  one  could,  by  reading 
the  few  good  journals  of  that  day,  keep  up  with 
most  of  the  current  concepts  in  medicine  and  a 
Journal  Club  must  have  been  an  exciting  ex- 
perience. This  would  be  manifestly  impossible 
in  1961  in  the  face  of  the  literally  thousands 
of  different  medical  journals  that  are  overwhelm- 
ing us  — Journal  Club  or  no  Journal  Club. 

Is  it  fair  to  bury  such  a glorious  old  standby 
as  the  Journal  Club  just  because  it  is  dead?  Why, 
most  certainly.  And  what  shall  we  put  in  its 

“Keys,  Thomas  A.;  Sir  William  Osier  and  the  Medical  Library, 
Part  I.  Bull.  Med.  Library  Assoc.,  49;  24-39,  Jan.  1961. 


place?  Obviously,  in  the  flood-tide  of  paper  that 
engulfs  us  today,  the  electronic  analysis  and 
the  spread  of  such  analyzed  material  by  the 
method  of  television  must  be  developed  on  a 
nationwide  basis  and  as  a crash  program.  This 
will  become  a must  in  the  near  future  if  we 
are  to  keep  up  with  day-to-day  thinking  and  the 
advances  in  our  profession  and  our  specialties. 
In  this  way  we  can  also  revive  the  idea  of  learn- 
ing by  fellowship  with  weekly  closed  circuit 
television  get-togethers  in  order  to  absorb  some 
of  the  latest  information.  But  we  must  not  forget 
that  the  great  advances  will  probably  still  come 
from  the  brain  of  a scientist  who  had  a lonely 
inspiration  in  the  quiet  of  his  study  or  his  labora- 
tory. 

Andre  J.  Bruwer,  M.D. 


CA— BULLETIN  OF  CANCER  PROGRESS 


The  American  Cancer  Society’s  publication,  “CA,”  is  available  free  of  charge 
through  the  Arizona  Division  to  all  physicians  of  Arizona. 

If  you  are  not  currently  receiving  “CA”  and  would  like  to  be  placed  on  the 
mailing  list,  please  advise  the  American  Cancer  Society,  543  East  McDowell 
Road,  Phoenix  4,  Arizona. 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANOTHER  YEAR  OF  SYMPOSIA  . . . 


PROVIDENCE,  RHODE  ISLAND 

Wednesday,  November  1,  1961 
The  Colony  Motor  Hotel 

HARRISBURG,  PENNSYLVANIA 

Thursday,  November  9,  1961 
The  Penn  Harris  Hotel 

JACKSONVILLE,  FLORIDA 

Sunday,  November  12,  1961 
The  Robert  Meyer  Hotel 

ALLENTOWN,  PENNSYLVANIA 

Wednesday,  November  15,  1961 
The  Americus  Hotel 

SOMERVILLE,  NEW  JERSEY 

Thursday,  November  16,  1961 
The  Far  Hills  Inn 

NASHVILLE,  TENNESSEE 

Wednesday,  November  29,  1961 
Meharry  Medical  College 


EDINBURG,  TEXAS 

Saturday,  December  2,  1961 
The  Echo  Motor  Hotel 

WACO,  TEXAS 

Sunday,  December  10,  1961 
The  Holiday  Inn 

Plans  for  1962  already  include 
the  following  Symposia,  with 
more  being  arranged: 

MOBILE,  ALABAMA 

Friday,  January  5,  1962 
The  Admiral  Semmes  Hotel 


ST.  PAUL,  MINNESOTA 

January  8,  1962 
The  Hotel  Lowry 


PORTLAND,  OREGON 

Wednesday,  January  24,  1962 
The  Sheraton-Portland  Hotel 


ANCHORAGE,  ALASKA 

Saturday,  February  24, 1962 
The  Westward  Hotel 


WINCHESTER,  VIRGINIA 

Wednesday,  March  14,  1962 
The  Lee-Jackson  Hotel 


SIOUX  CITY,  IOWA 

Thursday,  March  15,  1962 
The  Sheraton-Martin  Hotel 

SPOKANE,  WASHINGTON 

Saturday,  June  2,  1962 
The  Davenport  Hotel 


LEDERL5  LABORATORIES,  a Division  Of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30 


PHENAPHEN 

TBaSPC  formul-': 


sedative-enhanced  analgesia 


In  each  capsule:  Phenacetin  (3  gr.)  194.0  mg.; 
acetylsalicylic  acid  (2V2  gr.)  162.0  mg.;  hyos- 
cyamine  sulfate  0.031  mg.;  and  phenobarbital 
(%  gr.)  16.2  mg. 

^ PHENAPHEN  No.  2 

Phenaphen  with  Codeine  % gr. 


PHENAPHEN  No.  3 


To  each  “according  to  his  need’’  — maximum  safe  anal- 
gesia through  time-and-pain-tested  synergistic  form-ula- 
tions,  in  four  strengths  for  individualized  prescription. 


Phenaphen  with  Codeine V2  gr. 

®Z)  PHENAPHEN  No.  4 

Phenaphen  with  Codeine 1 gr. 

SUPPLY:  Bottles  of  100  and  500  capsules. 


PHENfi 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today's  medicines  with  integrity  . . . seeking  tomorrow's  with  pot sistnru  o 


. i 


auty 

obitussir 


The  real  beauty  of  Robitussin  is  seen  in  the  relief  it  brings  to  cough.  By  increasing 
the  tracheal  flow  of  respiratory  tract  fluid,  Robitussin’s  glyceryl  guaiacolate  turns  useless 
cough  into  productive  cough.  Efficient  yet  gentle,  Robitussin  helps  the  cough  rid  itself 
of  the  very  irritants  that  cause  it.  And  in  more  than  a decade  of  use  it  has  proved  unques- 
tionably safe,  as  well  as  consistently  acceptable,  to  patients  of  all  ages.  Robitussin®  is 
glyceryl  guaiacolate,  100  mg.  per  5 cc.  dose;  Robitussin®  A-C  adds  prophenpyridamine 
maleate  7.5  mg.,  and  codeine  phosphate  10.0  mg.  per  5 cc.  dose  (exempt  narcotic). 


A.  H.  Robins  Company,  Inc.,  Richmond  20,  Virginia 
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...motion- Stopping  radiographic  speed 
is  built  into  every  Patrician  “200” 


With  the  G-E  Patrician  “200”  diagnostic  x-ray 
package,  you  can  enjoy  savings  and  still  not 
sacrifice  needed  power.  This  is  important.  For, 
only  ample  x-ray  output  will  assure  you  ex- 
posure speed  sufficient  to  overcome  common 
motion-blurring  problems.  The  Patrician  com- 
bination provides  this  and  inore  in  every  detail 
for  radiography  and  fluoroscopy.  For  example: 
full-size  81"  tilting  table  . . . independent  tube- 
stand  . . . counterbalanced  (not  counterpoised) 
fluoroscopic  screen  or  spot-film  device  . . . fine 
focus  x-ray  tube  . . . fluoroscopic  shutter-limit- 
ing device  to  confine  radiation  to  screen  area 


. . . automatic  x-ray  tube  overload  j^rotection. 

Ask  about  renting:  Through  the  G-E 
Maxiservice®  plan,  you  can  have  this  com- 
plete Patrician  “200,”  plus  maintenance,  parts, 
tubes,  insurance,  and  paid-up  local  taxes  — 
all  wrapped-up  by  a modest  monthly  fee. 
Details  available  from  your  G-E  x-ray  repre- 
sentative listed  below. 


'Bvgress  /s  Our  Most  tmporfanf-  TMuct 


GENERAL 


ELECTRIC 


CONTRACT  OUR  DIRECT  FACTORY  BRANCH  IN 

PHOENIX 


821  W.  Adams  St. 


ALpine  4-0181 
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tOCHLORlOE 


for  your  obstetric  patients  in  pain,  the  narcotic  of  choice  is 


For  dependable  pain  relief  in 
’ labor,  Demerol  is  unsurpassed 
in  effectiveness  and  safety 
for  both  mother  and  child. 

Usual  dosage  is  from  50  to 
100  mg.  subcutaneously  or 
intramuscularly  when  pains 
become  regular,  repeated  three 
or  four  times  at  intervals  of  from 
one  to  four  hours  as  needed. 

SuaJECt  TO  REQULATiO-NS  OF  THE  FeoeetAL  BUREAU  O'F  NAR.OOTICS. 
DEMEROL  (BRAND  OF  M EPERfOinE) /TRAdEMARK  REG , U .S.  PAT.  OFF . 


Qijintbio|) 


LABORATORIES 
NEW  YORK  18,  N.  Y. 
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Topics  of  Current  Medical  Interest 

Convention 
Arizona  State  Society 
Of  American  Medical  Technologists 


Hotel  Westward  Ho 
Phoenix,  Arizona 
August  18-20,  1961 


OPENING  REMARKS 

The  widespread  use  of  trained  technologists 
as  auxiliary  medical  workers  began  about  the 
period  of  World  War  I.  The  succeeding  forty 
odd  years  has  seen  an  immense  expansion  of 
this  field  of  medical  activity.  There  are  now 
some  26,000  registered  medical  technologists  in 
the  U.S.A.  and  between  2,100  and  2,500  new 
ones  are  certified  each  year,  coming  from  a total 
of  over  700  approved  schools  of  medical  tech- 
nology. 

In  the  early  years,  the  chief  function  of  medi- 
cal technology  was  to  assist  in  making  or  con- 
firming the  diagnosis  of  the  patient’s  disease. 
With  advances  in  drug  therapy,  a considerable 
proportion  of  laboratory  tests  are  now  devoted 
to  controlling  and  defining  therapy,  e.g.,  the 
choice  of  the  most  effective  antibiotic  or  the 
determination  of  anti-coagulant  levels  in  the 
blood.  As  one  acute  observer  has  commented, 
“The  therapeutic  seas  into  which  we  now  ven- 
ture are  navigable  only  by  the  most  vigilant 
pilotage  of  the  laboratory.” 

A well-known  pathologist.  Dr.  Thomas  M. 
Peery,  has  stated  recently  (1),  “I  would  esti- 
mate that  the  number  of  laboratory  tests  per- 
formed in  relation  to  a given  number  of  hos- 
pital beds  has  increased  about  50  per  cent  iu 
each  of  the  last  two  ten-year  periods.  Part  of 
this  increase  is  due  to  shorter  patient  stay  iu 


hospitals.  Even  more,  however,  is  the  increase 
due  to  the  fact  that  the  up-to-date  clinical  labor- 
atory has  more  to  offer,  both  as  to  variety  of 
tests  and  in  their  dependability  than  did  its 
counterpart  ten  years  previously.”  Doctor  Peery 
goes  on  to  predict  a continuation  of  this  sharp 
rise  in  the  demand  for  laboratory  tests.  He  be- 
lieves that  laboratory  tests  will  be  used  in- 
creasingly in  a search  for  early  signs  of  disease 
among  apparently  healthy  persons. 

Unfortunately,  in  our  modern  society,  the  fear 
of  litigation  is  also  a powerful  stimulant  of  ex- 
cessive requests  for  the  services  of  the  medical 
laboratory.  Physicians  are  frequently  pressed 
for  the  performance  of  investigations  which  they 
know  to  be  useless  under  the  circumstances.  Too 
much  control  of  medical  practice  has  passed 
into  the  hands  of  lawyers. 

As  the  role  of  the  medical  technologist  rises 
in  importance  the  need  for  control  of  profes- 
sional training  and  standards  of  practice  becomes 
more  imperative.  A major  step  in  this  direction 
was  the  establishment  in  1949  of  the  board  of 
Schools  of  Medical  Technology  In’  the  .\mcrican 
Society  of  Clinical  Pathologists  lor  llu'  juimar)- 
purpose  of  maintaining  high  standards  ol  edu- 
cation in  ajiprovcd  schools  ol  medical  tech- 
nology. As  a result  of  the  acti\’it\'  of  this  board, 
entrance  rcipiircmcnts,  beginning  |amiary  1, 
1962,  w’ill  be  raised  from  two  to  thrci'  \c'ars  of 
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When  minor  aches  and  pains 
disturb  your  patients’  sleep... 

BAYER®  ASPIRIN 
DOESN’T  MAKE  THEM  SLEEP, 
IT  LETS  THEM  SLEEP, 
NATURALLY! 


• • • « • 
• • • •*  . * 


AND  WITH  BAYER  ASPIRIN, 
THERE’S  NO 


«*SEDATIVE  HANGOVER.’* 

There  are,  of  course,  a great  many  instances  of 
sleeplessness  in  which  the  patient  should  be  directed  to 
take  a sedative  to  induce  sleep. 

But  there  are  also  many  instances  in  which  sleeplessness  is 
caused  by  nothing  more  serious  than  minor  aches  and  pains  which 
can  easily  be  relieved  by  one  or  two  tablets  of  Bayer  Aspirin. 

With  physical  discomforts  gone,  sleep  comes  naturally. 

And  when  Bayer  Aspirin  is  used  as  a sleeping  aid, 
patients  never  suffer  the  "sedative  hangover”  which  so 
often  follows  an  induced  sleep. 


So  remember,  when  minor  aches  and  pains 
disturb  your  patients’ sleep,  Bayer  Aspirin  doesn’t 
make  them  sleep;  it  lets 
them  sleep,  naturally,  with 
no  "sedative  hangover.” 

/asrPA/MMtm 
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pretechnical  collegiate  education. 

In  addition  to  regulation  of  the  training  of 
new  reeruits,  the  necessity  for  controlling  the 
quality  of  laboratory  techniques  has  become  ap- 
parent. It  is  estimated  that  between  30,000  to 
40,000  physicians  operate  private  laboratories  in 
their  own  offices.  Obviously,  the  individual  phy- 
sician in  these  circumstances  is  responsible  for 
evaluating  the  accuracy  of  the  tests  carried  out 
by  his  own  staff.  Results  can  be  checked  by 
sending  speeimens  to  other  laboratories  for  com- 
parison. 

Regulation  of  large  commercial  laboratories 
is  more  difficult.  In  some  of  the  larger  cities, 
unethical  practices  by  such  laboratories  have 
been  exposed.  Only  eight  states  now  attempt  to 
regulate  clinical  laboratories. 

The  recent  development  of  contract  labora- 
tories offering  flat  rates  per  month  to  physicians 
agreeing  to  pay  a fixed  monthly  sum  for  an 
unlimited  number  of  tests  brings  the  matter  of 
supervision  by  outside  agencies  more  urgently 
to  the  fore.  These  laboratories  depend  upon  the 
large  volume  of  work  and  more  intensive  use  of 
automatic  apparatus  to  reduce  costs  per  test. 

In  1900  there  were  157  physicians  per  100,000 
population  in  the  U.S.A.;  by  1940,  the  ratio  had 
fallen  to  133  physicians  per  100,000.  Based  on 
the  present  output  of  the  Ameriean  medical 
schools  and  present  plans  for  expansion,  the  ratio 
is  expected  to  decline  to  about  130  in  1970  and 
to  126  in  1975.(2) 

Along  with  this  diminished  proportion  of 
physicians  to  the  population  to  be  served,  power- 
ful forces  have  developed  that  greatly  increase 
the  demand  for  medical  care.  Among  these  are: 

1)  rising  levels  of  national  prosperity 

2)  Notable  advances  in  medical  science 

3)  survival  of  more  individuals  to  older 
age  groups 

This  great  demand  for  medical  attention  can 
only  be  met  by  better  organization  of  all  mem- 
bers of  the  medical  team.  Physicians  and  all 
members  of  the  para-medical  staff  have  need  of 
better  integration  to  provide  service  more  ef- 
ficiently. The  physieian  has  primary  responsibil- 
ity for  the  quality  of  care  rendered  to  the  jia- 
tient,  but  more  and  more  the  control  of  import- 
ant aspects  of  the  accumulation  of  the  data  upon 
which  the  care  of  the  patient  depends  passes 
out  of  the  doctor’s  hands.  Medical  technologists, 
as  their  training  improves  and  becomes  more 


specialized,  must  take  more  responsibility  for  the 
quality  of  their  services.  Professional  societies  of 
medical  technologists,  such  as  this  one,  have  an 
opportunity  and  a duty  to  assist  in  every  way 
possible  in  the  prevention  of  unethical  practices 
among  their  fellows  and  to  cooperate  fully  with 
the  medical  profession  in  protecting  the  welfare 
of  the  public  seeking  relief  from  their  afflictions. 

Hugh  H.  Smith,  M.D. 
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IMIPRAMINE  (TOFRANIL) 
POISONING 

Imipramine  (Tofranil)  is  one  of  the  newer 
psychotropic  drugs  widely  employed  in  the  treat- 
ment of  mental  depressive  states.  This  agent  is 
apparently  capable  of  producing  a large  number 
of  toxic  responses.  ( 1-4)  A recent  case  of  nearly 
fatal  poisoning  serves  to  illustrate  the  toxic  mani- 
festations and  some  of  the  complications  which 
may  arise  from  accidental  ingestion  of  large 
amounts  of  imipramine. (5)  The  case  involved 
a 19-month-old  boy  who  ate  50  tablets  (25  mg 
each ) of  imipramine  and  sucked  the  sugar  coat- 
ing (and  undoubtedly  some  of  the  drug)  from 
an  additional  50  of  these  tablets.  Soon  after,  the 
child  vomited.  A physician  who  was  summoned 
immediately  rushed  the  victim  to  a hospital. 
During  the  %-hour  trip  to  the  hospital  the  boy 
was  in  status  epilepticus.  Upon  arrival  at  the 
emergency  room  of  the  hospital,  he  was  sub- 
jected to  gastric  lavage  and  was  administered 
2V2  grains  of  sodium  amytal  intra\'enously  to 
control  the  convulsions.  However,  shortly  after 
receiving  the  barbiturate,  the  patient  stopped 
breathing  and  it  was  necessary  to  institute  arti- 
ficial resuscitation  which  was  continued  for  5 
hours,  until  spontaneous  respiration  returned.  In 
addition  to  the  central  symptoms,  electrocardio- 
graphic tracings  (EKG)  indicated  a marked 
conduction  defect  within  the  cardiac  muscula- 
ture. 

For  lack  of  specific  therap\-  in  this  t\pe  of 
poisoning,  the  patient  was  treatc'd  s\  inptomatic- 
ally.  For  example,  lu’  was  gi\  ('u  200  ml  ol  w hok’ 
blood  lor  h\pot('nsion  and  10  p('r  ct'iit  glucose' 
and  normal  saline  solutions,  intrax  t'nonsly.  to 
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in  bacterial 

otitis 

media 


to  gain  precioui 
therapeutic 
hours  i 


In  the  presence  of  bacteria'! 
infection,  taking  a culture  tj 
determine  bacterial  identit;! 
and  sensitivity  is  desirable- 1 
but  not  always  practical.  I 

A rational  clinical  alternai 
tive  is  to  launch  therapy  a ; 
once  with  Panalba,  the  antii 
biotic  that  provides  the  bes  ■ 
odds  for  success. 

Panalba  is  effective  (ii 
vitro)  against  30  commoi 
pathogens,  including  th(| 
ubiquitous  staph.  Use  ol! 
Panalba  from  the  outset  (evei : 
pending  laboratory  results  j 
can  gain  precious  hours  of  ef  | 
fective  antibiotic  treatment. ! 


SUPPLIED:  Capsule.*;,  each  coutainfni 

Panmycin*  Phosphate  (tetracycline  phospha!‘J; 
complex),  equivalent  to  250  mg.  tetracycli«l 
hydrochloride,  and  125  mg.  Albamycin.*  « 
novobiocin  sodium,  in  bottles  of  16  and  100,; 
USUAL  ADULT  DOSAGE:  1 or  2 capsulK  j 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  i! 
very  low  order  of  toxicity  comparable  to  thM  | 
of  the  other  tetracyclines  and  is  well  toleratrt 
clinically.  Side  reactions  to  therapeutic  U5* 
are  infrequent  and  consist  principally  of  miW 
nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  d 
toxicity.  In  a certain  few  patients,  a yelloi' 
pigment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-prodoei 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge* 
ment. 

Urticaria  and  maculopapular  dermatitis,  and 
a few  cases  of  leukopenia  have  been  reported 
in  patients  treated  with  Albamycin.  These  side 
effects  usually  disappear  upon  discontinuance 
of  the  drug. 

C.A.UTION':  Since  the  use  of  any  antibiotic 
may  result  in  overg^o^vth  of  nonsusceptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamycin.  The  possibility  of  li*^ 
damage  should  be  considered  if  a yellow  pig- 
ment, a metabolic  by-product  of  Albamy^- 
appears  in  the  plasma.  Panalba  should  be  dis*  \ 
continued  if  allergic  reactions  that  are  ooc  | 
readily  controlled  by  antihistaminic  agent? 
develop.  ^ 

•Trademark,  Reg.  U.  S.  Pat.  Off.  ' 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 


The  Upjohn  ComM# 
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maintain  fluid  intake.  The  patient  improved  over 
the  next  24  hours  and  gradually  regained  con- 
sciousness. However,  he  continued  to  be 
lethargic  and  ataxic  and  tended  to  have  periods 
of  irritability  accompanied  by  involuntary  athe- 
toid  movements.  Within  48  hours,  he  was  es- 
sentially asymptomatic  and  his  EKG  gradually 
returned  to  normal.  After  7 days  of  hospitaliza- 
tion, the  patient  was  discharged;  no  subsequent 
untoward  effects  were  observed. 

The  case  cited  above  calls  attention  to  the 
serious  nature  of  the  to.xic  symptoms  produced 
by  imipramine  poisoning,  namely,  convulsions, 
hypotension,  and  defect  in  cardiac  conduction. 
It  further  emphasizes  the  complexity  of  drug 
therapy  in  controlling  these  symptoms  because 
of  the  possibility  that  imipramine  may  potentiate 
the  pharmacological  effects  of  other  drugs. 


STATISTICS  OF  75  POISONING  CASES 
IN  ARIZONA  REPORTED  DURING  JUNE  I9S1 

AGE: 


76.0%  involved  under  5 year  age  group 

(57) 

6.7%  involved  6 to  15  year  age  group 

( 5) 

9.3%  involved  16  to  30  year  age  group 

( 7) 

1.3%  involved  31  to  45  year  age  group 

( 1) 

5.4%  involved  over  45  year  age  group 

( 4) 

1.3%  were  not  reported 

( 1) 

NATURE  OF  INCIDENT: 

82.8%  accidental 

(62) 

17.2%  intentional 

(13) 

TIME  OF  DAY: 

28.0%  occurred  between  6 

a.m.  and  noon 

(21) 

36.0%  occurred  between  noon  and  6 p.m. 

(27) 

12.0%  occurred  between  6 p.m.  and  midnight  ( 9) 

5.4%  occurred  between  midnight  and  6 

a.m.  ( 4) 

18.6%  were  not  reported 

(14) 

OUTCOME: 

100.0%  recovery 

(75) 

0.0%  fatal 

( 0) 

CAUSATIVE  AGENTS: 

Internal  Medicines 

Number 

Percent 

Aspirin 

20 

26.6 

Other  Analgesics 

2 

2.7 

Barbiturates 

3 

4.0 

Antihistamines 

2 

2.7 

Laxatives 

1 

1.3 

Cough  Medicine 

0 

0.0 

Tranquilizers 

6 

8.0 

Others 

13 

17.2 

Subtotal 

47 

62.5 

External  Medicines 

Liniment 

0 

0.0 

Antiseptics 

0 

0.0 

Others 

1 

1.3 

Subtotal  1 1.3 
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Household  Preparations 


Soaps,  Detergents,  etc. 

0 

0.0 

Disinfectants 

0 

0.0 

Bleach 

2 

2.7 

Lye,  corrosives,  drain  cleaners 

2 

2.7 

Furniture  and  floor  polish 

0 

0.0 

Subtotal 

4 

5.4 

Petroleum  Distillates 

Kerosene 

1 

1.3 

Gasoline 

0 

0.0 

Others 

2 

2.7 

Subtotal 

3 

4.0 

Cosmetics 

2 

2.7 

Pesticides 

Insecticides 

8 

10.7 

Rodenticides 

1 

1.3 

Others 

0 

0.0 

Subtotal 

9 

12.0 

Paints,  Varnishes,  Solvents,  etc. 

2 

2.7 

Plants 

3 

4.0 

Miscellaneous 

2 

2.7 

Unspecified 

2 

2.7 

TOTAL 

75 

100.0 
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PALO  VERDE  HOSPITAL 

Following  in  the  footsteps  of  the  new  tran- 
cpiilizing  drugs  is  the  new  “open”  hospital  for 
the  treatment  of  psyehiatrie  ]iatients.  Such  a 
treatment  center,  the  Palo  Verde  Hospital,  Mas 
recently  completed  in  Tucson,  .'\rizona.  The 
building,  designed  by  Arthur  T.  Brown,  A.I.A., 
is  planned  to  care  for  30  patients.  There  are  12 
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IS  IT  “VALLEV  FEVER”  DOCTOR? 

FOR  INTRADERMAL  DIAGNOSES  TRY 

BioProducts’  NEW  Coccidioidin 

PREPARED  with  nine  locally  collected  and  isolated 

strains  of  COCCIDIOIDES  IMMITIS. 

SPECIFICITY  in  maximum  may  be  expected  with  BioProducts 
Coccidioidin,  a product  of  the  patients  environment. 

PACKAGED  in  one  cc.  vials  containing  ten  tests  (0.1  cc.  per 
test)  in  the  standard  1 :100  potency.  Also  available  in 
1:10;  1 :1000;  and  1 : 10,000. 

AVAILABLE  through  your  pharmacy  or  Rocky  Mountain  Phar- 
macal,  1002  East  Indian  School  Road,  Phoenix,  Telephone 
CRestwood  7-7611. 


Your  request  on  your  professional  letterhead 
or  prescription  form  to  Rocky  Mountain  Phar- 
macal  will  bring  complete  information  and  a 
sample  vial. 


Phoenix 


Tucson 
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suites,  each  with  double  beds  and  adjoining 
baths,  and  two  closed  rooms,  or  wards,  with  an 
isolation  cubical  behind  these  special  areas.  The 
nurses’  island  is  in  the  center  of  this  section  but 
faces  into  the  hallway. 

The  treatment  wing  of  the  building  is  directly 
off  the  ambulance  portal  and  includes  a small 
room  for  receiving  and  treatment,  a small  labora- 
atory,  utility  and  supply  rooms. 

The  patients’  bedrooms  open  into  small  en- 
closed patio  gardens  with  sliding  glass  doors. 
Each  room  is  furnished  with  Danish  modern 
furniture  and  twin  beds.  There  are  terraces  for 
sliuffleboard  off  the  activity-day  room  which  is 
equipped  for  reading,  television  and  radio.  A 
small  occupational  therapy  room  has  material  for 
teaching  ceramics,  weaving,  painting  and  games. 
Adjoining  it  by  a short  hall  is  the  dining  room 
with  a kitchen  to  one  side. 

The  Clinic  is  for  therapeutic  conferences  and 
includes  four  offices  which  are  shown  behind 
the  concrete  solar  sun  screen  on  the  open  cor- 
rider.  A conference  room  and  business  offices 
are  a part  of  this  section  of  the  building.  Day 
patients  are  taken  and  may  spend  all  or  part  of 
a day  receiving  treatment  and  return  to  their 
homes  at  night. 

Total  cost  of  the  building  was  $440,000. 


seven  lifetime  rules  to  be  followed  by  individuals 
afflicted  with  glaucoma.  These  seven  rules  as 
laid  down  by  the  foundation  are  as  follows: 
1 ) Follow  the  schedule  of  medications  prescribed 
by  your  physician  to  the  letter.  2)  Carry  a card 
in  your  wallet  or  handbag  explaining  that  you 
have  glaucoma  and  your  treatment  schedule  in 
case  of  emergency.  3)  Periodic  rechecks  on  the 
pressure  and  other  diagnostic  tests  as  suggested 
by  your  physician  are  essential.  4)  Protect  your 
source  of  supply  of  eye  medications  and  always 
carry  extra  supplies  with  you  when  traveling. 
5)  Tell  your  family  physician  that  you  have 
glaucoma  if  you  are  planning  to  undergo  any 
major  surgery  or  a change  in  your  medical 
treatment.  6)  Avoid  large  quantities  of  fluid 
taken  over  a short  period  of  time.  7 ) Avoid  situ- 
ations that  cause  physical  exhaustion  or  emo- 
tional stress  if  possible.  During  periods  of  emo- 
tional stress,  it  is  wise  to  keep  in  touch  with 
your  eye  physician. 

Glaucoma  occurs  more  frequenth^  among 
members  of  the  family  of  a patient  with  glau- 
coma than  in  the  general  population,  and  it  is 
wise,  therefore,  for  people  with  famih  histories 
of  glaucoma  to  have  more  frequent  c\  c examina- 
tions by  qualified  Opthlmologists  than  it  is  for 
the  general  population. 


LIVING  WITH  GLAUCOMA 

The  National  Medical  Foundation  for  Eye 
Care  has  just  released  a small  pamphlet  with 


Copies  of  these  small  jiamphk'ls  lor  distribu- 
tion to  patients  can  bi'  obtained  by  writing  tlic 
National  Medical  Foundation  lor  1‘a  e Cairc,  2.30 
W.  .57th  Street,  Ni'w  York  U),  New  York.  4'he 
price  is  .$3.00  per  100. 


A.  K.  Hansen,  M l) 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 


Syrup 


THE  CDMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
nasal  decongestant  / expectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 
Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains; 


Hycodan® 

Dihydrocodernone  Bitartrate  . . 5 mg.T 

{Warning;  May  be  habit-forming)  ? 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.; 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate  85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 
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BOARD  OF 
MEDICAL  EXAMINERS 
CERTIFICATES  ISSUED 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
July  15,  1961,  issued  certificates  to  practice  medi- 
cine and  surgery  in  this  State  to  the  following 
doctors  of  medicine: 

ACKLEY,  Dean  Ralph  (P),  Sawtelle  Vah- 
Wilshire  at  Sawtelle  Blvds.,  Los  Angeles,  Cali- 
fornia. 

ANDERSON,  Walter  Dumas  (R),  Parkview 
Baptist  Hospital,  Yuma,  Arizona. 

ARGOUD,  George  Etienne  (CP),  4022  N. 
79th  Drive,  Phoenix  33,  Arizona. 

BAKER,  Harrison  Meade  (P),  4220  North 
68th  Place,  Scottsdale,  Arizona. 

BANISTER,  Edwin  Blair  (OPH-OTOL), 
V.  A.  Center,  Whipple,  Arizona. 

BROWER,  Robert  Paul  (CP),  San  Manuel 
Copper  Hospital,  P.  O.  Box  L,  San  Manuel,  Ari- 
zona. 

BRUNSTING,  SR.,  Louis  Albert  (D&SYPHIL), 
100  - 2nd  Street,  S.W.,  Rochester,  Minn. 

COHEN,  Joseph  (P),  Box  148,  Apple  Creek, 
Ohio. 

COHN,  Lee  Stern  (P),  5051  N.  34th  Street, 
Phoenix,  Arizona. 

COLE,  Roger  Willard  (OPH),  45  North  Tuc- 
son Blvd.,  Tucson,  Arizona. 

CRYAN,  Donald  Arthur  (CP),  1502  North 
12th  St.,  Phoenix,  Arizona. 

DAVIDSON,  Jere  Frank  (GE&I),  201  Ma- 
gruder.  Mineral  Wells,  Texas 

DE  ONIER,  Carl  William  Henry  (GP),  San 
Antonio  State  Tuberculosis  Hospital,  San  An- 
tonio 23,  Texas. 

DORNER,  Arthur  Frederick  (S),  5320  East 
Palo  Verde  Drive,  Phoenix  18,  Arizona. 

DOZORETZ,  Herbert  (I),  2209  Wilson 

Avenue,  New  York  69,  New  York. 

DRIES,  Charles  Peter  (Pd),  2023  W.  Bethany 
Home  Rd.,  Phoenix,  Arizona. 

FRAZIER,  Donald  Bingham  (U),  1150  North 
Country  Club  Dr.,  Mesa,  Arizona. 


FRUMESS,  Gerald  Myron  (D),  1635  Hudson 
St.,  Denver  20,  Colorado. 

GIDDINGS,  Crandall  Bland  (PATH),  South- 
side  District  Hosp.,  Mesa,  Arizona. 

GILLESPY,  JR.,  Thurman  (OR-S),  2820 
Chapel  Avenue,  Merchantville,  N.  J. 

GULESSERIAN,  Stepan  Sarkis  (GP),  1200 
South  5th  Avenue,  Phoenix,  Arizona. 

HALEY,  HI,  Robert  Joseph  (GP),  Holbrook 
Clinic,  Holbrook,  Arizona. 

HARTNETT,  Leo  Joseph  (GYN&Obs),  950 
Francis  PI.,  Clayton  (St.  Louis)  5,  Mo. 

HEDGES,  JR.,  Charles  Calhoun  (OPH),  4119 
154th  Ave.,  S.E.,  Bellevue,  Mich. 

HELLAND,  Norman  Jerome  (U),  709  South 
Drake  Ave.,  Marshfield,  Wisconsin. 

HOFFMAN,  Paul  Emil  (GP),  134  North  Main 
St.,  North  Collins,  New  York. 

HONKE,  Edward  Max  (U),  601  Davidson 
Bldg.,  Sioux  City,  Iowa. 

HULL,  Jess  Stevens  (OPH),  EENT  Dept. 
Martin  Army  Hospital,  Fort  Penning,  Georgia 

HUSS,  Geraldine  Rider  (PATH),  11  Lynwood 
Road,  Cedar  Grove,  New  Jersey. 

IMPELLITIER,  Carl  Joseph  (TS),  Phoenix 
Medical  Center,  Phoenix,  Arizona. 

JENSEN,  JR.,  Frederick  William  (OBG),  516 
East  Thomas  Road,  Phoenix,  Arizona. 

JONAS,  Maynard  Allen  (GP),  2121  E.  Amelia, 
Phoenix,  Arizona. 

KATES,  Samuel  Richard  (GP),  V.  A.  Hospital, 
Phoenix  12,  Arizona. 

KLINT,  Hugo  Alexander  ( Student  Health 
Svc),  University  of  Arizona,  Tucson,  Arizona. 

KOMOROSKE,  John  Edward  (GP),  4710  In- 
dianapolis Blvd.,  East  Chicago,  Ind. 

LEE,  JR.,  John  Francis  (S),  PHS  Indian  Hos- 
pital, P.  O.  Box  469,  Gallup,  New  Mexico. 

LEE,  Joseph  James  (OBG-GP),  Medical  Arts 
Bldg.,  Louisville,  Kentucky. 

LISTON,  Howard  Edson  (I),  V.  A.  Hospital, 
Phoenix,  Arizona. 

McCARVER,  JR.,  Robert  Roy  (R),  1160  East 
McDowell  Road,  Phoenix,  Arizona. 

McGUFF,  Paul  Edward  (S),  4829  E.  38th, 
Indianapolis  18,  Indiana. 

MARTIN,  Robert  Dnanc  (CV).  448  East 
Southern,  Phoenix  40,  .Arizona. 
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Day  and  night- 

!iss  iliiiig, 
ciigliig,  liliri 
respiratiii  ii 
clriiic  Iriiili' 
aii  impliseii 


New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms. ..prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains; 

Isuprel®  (brand  of  isoproterenol)  HCl  . . . 2.5  mg. 

Ephedrine  sulfate 12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 


compound 


LABORATORIES 
New  York  18,  N.Y. 
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MEZERA,  Raymond  Anthony  (I),  c/o  8095 
Watson  Rd.,  St.  Louis,  Missouri. 

MORGAN,  JR.,  Joseph  Terry  (Pd),  St. 
Joseph’s  Hospital,  Phoenix,  Arizona. 

NATOLI,  William  John  (ORG),  Medical  Gen- 
ter,  Los  Alamos,  New  Mexico. 

OGHSNER,  II,  Albert  John  (ANES),  630  East 
26th  Place,  Yuma,  Arizona. 

O’HARA,  Rodger  Michael  (GP),  St.  Joseph’s 
Hospital,  Phoenix,  Arizona. 

PARSONS,  James  Lewis  (I),  2430  East  6th 
Tucson,  Arizona. 

POTTER,  Daniel  John  (I),  1313  North  2nd 
St.,  Phoenix,  Arizona. 

RAPPEPORT,  Joseph  Alexander  (GP),  215 
N.  Bentley,  Tucson,  Arizona. 

REED,  Fred  Wilton  (GP),  12525  St.  Glair 
Avenue,  Gleveland  8,  Ohio. 

REUSS,  Henry  (OBG),  Suite  8-119  W.  Mc- 
Dowell Rd.,  Scottsdale,  Arizona. 

RUBENS,  Eli  (PD),  1240  East  Irvington, 
South  Bend  14,  Indiana. 

RYAN,  Eugene  John  (GP),  2801  Hart  St, 
Gharleston  4,  West  Virginia. 

SAMPSON,  JR.,  Roy  Burton  (GP),  Box  188, 
Purcellville,  Virginia. 

SAMUELS,  Jules  George  Jacques  (S),  Good 
Samaritan  Hosp.,  Phoenix,  Arizona. 

SGHULTZ,  Richard  Otto  (OPH),  Phoenix 
Indian  Hosp.,  1550  E.  Indian  School  Road,  Phoe- 
nix, Arizona. 

SHERWOOD,  Glifford  (OBG),  5111  Moor 
Mont  Drive,  Salt  Lake  Gity,  Utah. 

SIMONSON,  Herbert  Garl  (GP),  743  E. 
Coronado  Rd.,  Apt.  10,  Phoenix,  Arizona. 

SOJKA,  Louis  Andrew  (GS),  Ewing,  Ne- 
braska. 

STILLWELL,  JR.,  Tyler  Chandus  (P),  461 
W.  Catalina  Drive,  Phoenix,  Arizona. 

STRAUSS,  Fred  Thomas  (PATH),  Good 
Samaritan  Hosp.,  Phoenix,  Arizona. 

TAYLOR,  Loren  Fredrick  (ANES),  2435  E. 
Adams,  Tucson,  Arizona. 

VAN  HECKE,  Leander  James  (PATH),  161 
W.  Wisconsin  Ave.,  Milwaukee  3,  Wis. 

WALZER,  Israel  (I),  411  Lugar  L)’Paz  Lane, 
Prescott,  Arizona. 

WILLIAMS,  Raymond  Eugene  (ANES),  222 
W.  Osborn,  Suite  401,  Phoenix,  Arizona. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 
LOCATION  OPPORTUNITIES 

APACHE  JUNCTION  - Need  for  a general 
practitioner  is  urgent.  Town  of  6,000  with  no 
full-time  medical  doctor  available  nearby.  Please 
contact  Catherine  Powell,  Secretary,  Palm 
Springs  Civic  Club,  Route  1,  Box  1619,  Apache 
Junction,  Arizona. 

ASHFORK  — Population  700.  North  centrally 
located  — Railroad  center.  Contact  the  Women’s 
Club,  Ashfork,  Arizona. 

BAGDAD  — Population  approximately  2,000. 
Opportunity  for  GP  who  is  willing  and  able  to 
do  obstetrics  and  general  surgery.  Mining  com- 
munity. New  12-bed  hospital.  Excellent  income 
possibilities  with  initial  guarantee.  Second  doc- 
tor needed  due  to  increased  volume  of  work. 
Excellent  housing  and  schools.  For  further  in- 
formation, contact  William  E.  Gorder,  M.D., 
Bagdad  Hospital,  Bagdad,  Arizona. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Arizona. 

COOLIDGE  — Excellent  opportunity  for  a 
GP.  Population  5,000  — in  addition  to  servicing 
surrounding  farm  area.  Nearest  hospital  located 
in  Florence,  approximately  nine  miles  from 
Coolidge.  Currently  five  physicians  serving  the 
area.  Office  facilities  and  most  equipment,  in- 
cluding X-ray,  available  on  rental  basis  from 
local  M.D.  Contact  James  H.  Boyd,  M.D.,  291 
West  Wilson  Avenue,  Coolidge,  Arizona. 

EL  MIRAGE  - Population  2,000  - and  in- 
cluding the  trading  areas  of  Surprise,  Young- 
town,  Peoria  and  Luke  Air  Force  Base,  the  popu- 
lation is  estimated  at  7,000  to  8,000  persons.  Op- 
portunity for  a GP  due  to  retirement  of  doctor 
currently  serving,  with  the  possibility  of  school 
service.  Climate  is  excellent,  warm  and  dry. 
Office  facilities  are  available  in  the  area  sur- 
rounding El  Mirage  from  Glendale  (9  miles)  to 
the  east,  and  Whckenburg  (35  miles)  to  the 
west,  there  are  only  two  doctors  to  ser\e  this 
community.  The  need  for  a M.D.  and  or  surgeon 
is  very  real  and  one  should  do  \cr\'  well.  For 
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HOW 


OFFERS 

BETTER  PROTECTION 
AGAINST  ANGINA  PECTORIS 


THAN  VASODILATORS 
ALONE: 


TOGETHER-IN  CARTRAX... 


they  decrease  “length,  severity,  and  amount  of  angina  pectoris”  in 
anxious  cardiacs.’ 


Give  your  angina  patient  better  protection  by  balancing  supply  and 
demand... with  cartrax. 

note:  Should  be  given  with  caution  in  glaucoma. 


dosage:  Begin  with  1 to  2 yellow  CARTRAX  ‘‘10"  tablets  (10  mg.  PETN  plus 
10  mg.  Atarax)  3 to  4 times  daily.  When  indicated,  this  may  be  increased  by 
switching  to  pink  CARTRAX  “20”  tablets  (20  mg.  PETN  plus  10  mg.  Atarax). 
For  convenience,  write  “CARTRAX  10"  or  “CARTRAX  20.” 

Supplied  in  bottles  of  100.  Prescription  only. 

1.  Clark,  T.  E.,  and  Jochem,  G.  G.:  Angiology  1 1 :361  (Aug.)  1960. 

♦brand  of  hydroxyzine  **pentaerythritol  tetranitrate 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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information  write  Mr.  H.  Faulkner,  Town  Clerk, 
I'own  of  El  Mirage,  El  Mirage,  Arizona. 

ELOY  — Need  a doctor  of  medicine,  prefer- 
ably a GP.  Population  of  4,000  in  farming  com- 
munity with  several  small  towns  near  by.  Lo- 
cated approximately  midway  between  Phoenix 
and  Tucson.  Contact  H.  Howard  Holmes,  M.D., 
Eloy  Aledical  Center,  Eloy,  Arizona. 

GLOBE  — Population  10,000  and  including 
the  mining  and  cattle  areas  of  Miami,  Superior, 
Ray,  Hayden,  Winkleman,  Payson  and  San  Car- 
los; population  estimated  at  30,000  persons.  Lo- 
cated about  two  hours  by  car  from  either  Tucson 
or  Phoenix.  No  ENT  man  in  the  area.  Ideal  cli- 
mate, with  the  best  area  for  outdoor  activities. 
Contact  Eugene  R.  Rabogliatti,  D.D.S.,  149 
South  Broad  Street,  Globe,  Arizona  or  A.  J. 
Bosse,  M.D.,  245  South  Hill  Street,  Globe,  Ari- 
zona. 

MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors 
who  care  for  personnel  and  families  of  those  who 
work  for  the  three  principal  mining  companies. 
Community  served  by  many  mining  and  ranch- 
ing interests.  Contact  R.  V.  Horan,  M.D.,  Miami 
Inspiration  Hospital,  Miami,  Arizona. 

MORENCI  — Mining  community  near  New 
Mexico-Arizona  border.  Population  10,000.  Has 
vacancy  at  hospital  for  GP.  Contact  C.  H.  Cans, 
M.D.,  Morenci  Hospital,  Morenci,  Arizona. 

PAGE  — Population  growing  by  leaps  and 
bounds  at  the  site  of  the  new  Glen  Canyon  Dam 
Project.  Current  estimates  are  6,000  to  8,000  to- 
tal. Only  one  M.D.  is  now  located  in  Page  and 
he  has  facility  available.  Located  about  90  miles 
north  of  Elagstaff.  Building  project  is  estimated 
to  be  concluded  in  ten  years.  Write  Ivan  W. 
Kazan,  M.D.,  6th  Avenue  & South  Navajo,  Page, 
Arizona  for  full  details. 

PHOENIX  — Excellent  opportunity  for  Oph- 
thalmologist or  EENT  man  as  associate.  Con- 
tact E.  G.  Barnet,  AI.D.,  1120  Professional  Build- 
ing, Phoenix,  Arizona. 

PHOENIX  — Growing  community  of  Mary- 
vale  has  excellent  opportunity  for  a General 
Practitioner.  Will  be  given  assistance  in  estab- 
lishing practice.  Please  contact  A.  H.  Erickson, 
M.D.,  5802  West  Camelback  Road,  Phoenix, 
Arizona. 


PHOENIX  — Maricopa  County  has  several 
excellent  associations  (salary  or  partnership) 
available  in  metropolitan  Phoenix  and  surround- 
ing towns  in  General  Practice,  Opthalmology, 
ENT,  and  Pediatrics.  Neighborhood  locations  are 
also  available  for  CP’s.  Contact  Maricopa  Coun- 
ty Medical  Society,  2025  North  Central  Avenue, 
Phoenix,  Arizona,  AL  8-6901,  advising  medical 
training,  military  and  family  status,  age,  health, 
etc.,  and  enclose  small  photograph. 

PHOENIX  — State  Department  of  Health- 
Child  Development  Center.  Opportunity  for 
doctor  of  medicine  ( Pd ) with  three  years  experi- 
ence. Male  or  female.  Monthly  salary  $690  — full 
time.  Operation  includes  ( a ) a doctor  of  medi- 
cine (Pd);  (b)  two  or  three  psychologists  on  a 
consultant  basis;  (c)  a psychiatric  social  work- 
er; (d)  a teacher  specializing  in  child  develop- 
ment; and  (e)  clerical  people  as  required.  Scope: 
Mentally  retarded  or  emotional  problems  of  pre- 
school children.  Contact  Mr.  Thomas  Golden, 
Arizona  Merit  System,  11  North  17th  Avenue, 
Phoenix,  Arizona  ( AL  3-3189 ) . 

PRESCOTT  - Unopposed  EENT  or  Ophthal- 
mology practice;  95  miles  from  Phoenix,  with 
year-round  climate;  excellent  for  asthmatics; 
population  15,000  and  growing;  10,000  to  15,003 
surrounding;  hunting  and  fishing  area;  two  golf 
courses.  Retiree.  Collected  $26,000  without  sur- 
gery first  full  year;  can  be  greatly  increased  with 
surgery.  Board  or  eligible.  Contact  Louis  A. 
Packard,  M.D.,  Box  69,  Prescott,  Arizona. 

SIERRA  VISTA  — General  Practitioner  need- 
ed in  the  town  of  Sierra  Vista;  ideal  weather; 
stable  economy  — due  to  Et.  Huachuca;  position 
as  associate  or  will  help  locate  doctor  in  his  own 
office;  the  need  is  very  acute  as  there  is  now 
only  one  active  physician  in  this  town.  Please 
contact  Irving  I.  Eolberg,  M.D.,  Box  746,  Sierra 
Vista,  Arizona. 

SNOWFLAKE  — Located  in  Northeastern 
Arizona  — seeking  a doctor  of  medicine'.  Popula- 
tion approximately  4,000.  Nearest  hospital  lo- 
cated m Show'  Low , 19  miles  fiom  Suiiw  Flake. 
Increased  lumber  actixity  antieijiated.  Mormon 
L.D.S.  community.  Contact  F.  ^\^  Erickson, 
D.D.S.,  Medical-Dental  Clinic  Bldg.,  Snowflake', 
Arizona. 

ST.  JOHNS  — Seriously  neeel  a doe'tor  of  nu'd- 
icine,  preferably  a CP.  iu  this  I'asl-ee'utral  Ari- 
zona communitx’.  Population  is  aiiproxiiuati'K' 


62A 


Arizona  Medicine 


November,  1961 


POST-EZE  SYSTEMS  ARE 
AVAIIABIE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

^ POST-HSl!  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 

ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 


CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  - LITHOGRAPHY  - ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


Serving  Arizona 
Health  Needs 
Since  1908 


^ DRUG  STORES 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  • Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


ROBERT  L.  BEAL,  M.D. 


OTTO  L.  BENDHEIM,  M.D. 


HAL  J.  BREEN,  M.D. 


T.  RICHARD  GREGORY,  M.D. 


HAROLD  E.  McNEELY,  Ph.D. 


ROBERT  C.  SHAPIRO,  M.D. 


WILLIS  L.  STRACHAN,  M.D. 


IRENE  M.  JOSSELYN,  M.D. 


JOHN  R.  ZELL,  M.D. 


general  psychiatry  arid  neurology 
chUtP'^psfc. 

- 

clinical  psychology 
psychiatric  sociai  work 

and  famiiy  counseliing 


5051  NORTH  34th  STREET 


PHOENIX  18.  ARIZONA 


Vol  18,  No.  11 


Arizona  Medicine 


63A 


1,500  with  several  other  small  towns  in  the  gen- 
eral area.  About  20  miles  from  New  Mexico  in 
the  beautiful  rim  country  of  Arizona.  Contact 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Arizona. 

TOLLESON  — In  need  of  GP.  Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix,  with  elementary  and  high 
schools,  churches  of  all  denominations.  Com- 
plete office  and  equipment  for  GP  is  available 
on  reasonable  term  lease  or  purchase.  Contact 
Mr.  F.  E.  Babcock,  President,  Chamber  of  Com- 
merce, 9112  West  Van  Buren  Street,  Tolleson, 
Arizona. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  a General  and  Thoracic  Surgeon.  They 
prefer  someone  who  is  Board  certified,  but 
would  take  someone  who  has  had  special  train- 
ing as  they  have  the  local  men  in  this  field  avail- 
able for  consultation  service.  State  license  is  nec- 
essary (but  not  necessarily  an  Arizona  license). 
Contact  S.  Netzer,  M.D.,  Director,  Professional 
Service,  V.A.  Hospital,  Tucson,  Arizona. 

WILLCOX  — Population  approximately  2,000 
— and  including  surrounding  area,  the  popula- 
tion is  estimated  at  4,000.  Immediately  in  need 
of  a general  practitioner  and  surgeon;  must  have 
state  license  or  be  eligible  for  same.  Opening 
for  an  associate.  Office  available  approximately 
three  (3)  blocks  from  the  twenty-bed  hospital 
in  community.  Tucson,  Arizona  is  within  a lo- 
cality of  85  miles.  Contact  Sotero  Antillon,  M.D., 
P.  O.  Box  867,  Willcox,  Arizona. 

o « * o # « # 

FOR  INFORMATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL  MEDI- 
CINE, CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
A]o,  Arizona. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Miami  Inspiration  Hospital, 
Miami,  Arizona. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Arizona. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Arizona. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hospital, 
San  Manuel,  Arizona. 


MEDICARE 

The  retention  of  certain  servicemen  beyond 
their  normal  date  of  expiration  of  active  duty 
tours  is  essential  in  order  that  the  augmentation 
of  the  Uniformed  Services,  called  for  by  the 
President,  can  be  attained.  Implementation  poses 
many  problems.  Among  them  is  the  valid  iden- 
tification of  the  extendees’  dependents  who  will 
remain  eligible  for  certain  benefits  while  their 
sponsors  remain  on  active  duty. 

The  extension  of  tours  of  duty  may  result  in 
some  dependents  being  without  a valid  Identi- 
fication Card  for  some  time.  The  basis  of  identi- 
fication of  dependents  is,  as  you  know,  the  Uni- 
formed Services  Identification  and  Privilege 
Card  (DD  Form  1173).  Each  card  carries  an 
expiration  date  of  eligibility.  This  date,  in  the 
case  of  dependents  of  noncareer  personnel,  is 
the  same  as  the  expected  expiration  date  of  the 
sponsor’s  tour  of  active  duty. 

In  the  past,  the  “expiration  date”  on  the  ID 
Card  has  been  the  governing  factor  in  determin- 
ing that  eligibility  still  exists.  Since  the  involun- 
tary extension  of  the  tours  of  duty  of  many  serv- 
icemen is  effective  almost  immediately,  the  prob- 
ability exists  that  some  still-eligible  dependent 
wives  and  children  may  apply  for  civilian  medi- 
cal care  to  which  they  are  still  entitled.  They 
may  not,  however,  have  in  their  possession  the 
required  proof  of  their  eligibility. 

No  change  is  contemplated  in  the  provision  of 
our  contract  which  states  that  claims  may  not 
be  processed  for  payment  until  the  dependents 
have  proven  their  eligibility  to  receive  care. 
Service  personnel  are  being  advised  that  it  is 
their  responsibility  to  take  necessary  action  to 
“up-date”  the  evidence  of  dependents  eligibility. 

It  is  most  probable,  however,  that  some  de- 
pendents will  be  in  need  of  authorized  medical 
care  from  civilian  sources  prior  to  the  time  this 
action  has  been  completed.  In  such  cases,  the 
dependent  has  been  instructed  to  explain  the  sit- 
uation to  the  physician  and  hospital  authorities. 
They  have  been  advised  to  present,  if  available, 
some  tangible  evidence  such  as  allotment  checks, 
official  orders,  directives,  or  personal  letters 
which  state  the  pertinent  facts  to  the  physician 
or  hospital  to  help  support  the  dependent’s  claim 
of  continued  eligibilty. 
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V^_>|oca-Cola,  too,  has  its  place 
in  a well  balanced  diet.  As  a 
pure,  wholesome  drink,  it 
provides  a bit  of  quick  energy., 
brings  you  back  refreshed  after 
work  or  play.  It  contributes  to 
good  health  by  providing  a 
pleasurable  moment’s  pause 
from  the  pace  of  a busy  day. 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


CASE 


No  offensive 
after-odor. 


For  Refreshing  Feminine  Daintiness 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 
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This  office  is  not  empowered  to  broaden  the 
‘■good  faith”  aspect  of  our  contract.  The  number 
of  dependents  temporarily  “unidentified”  who 
require  medical  benefits  will  not  be  large. 

In  view  of  the  situation  at  hand,  I would 
appreciate  your  assistance  in  encouraging  phy- 
sicians and  hospitals  to  exercise  patience  and 
understanding  during  the  next  several  months 
when  their  services  are  requested  by  dependents 
of  these  extendees. 

I must  emphasize,  however,  that  no  claims 
may  be  processed  for  payment  unless  the  de- 
pendent has  provided  a valid  DD  Form  1173 
or  a statement  of  eligibility  as  required  by  our 
eontract  and  as  outlined  in  ODMC  Letter  No. 
1-60. 


This  information  is  being  furnished  to  all 
contractors  and  to  the  editors  of  leading  medical 
and  hospital  journals.  We  would  appreciate  it 
if  you  could  publish  a copy  of  this  letter,  or  an 
extraet  of  the  information  in  the  next  copy  of 
your  Medical  Society  journal  or  any  other  news 
media  which  is  circulated  to  your  membership. 

Sincerely, 

W.  D.  Graham 
Brigadier  General,  MG,  USA 
Executive  Director 
Office  for  Dependents’  Medical  Gare 
Office  of  the  Surgeon  General 
U.  S.  Army 
Washington  25,  D.  G. 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-415 1 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Orthopedic  • Acute  or  Chronic 

• Post-Operative  • Geriatric  • Convalescent 

• Non-Sectarian  • Medical  Doctor  of  your  choice 

LISTED  by  American  Hospital  Association 

24  Hr.  Professional  Nursing  — R.N.'s  on  all  shifts. 
Phone:  MA  3-7591 

1501  N.  3rd  Ave.  Tucson,  Arizona 

Alberta  M.  Lovett,  President 
Charles  H.  Schmid,  Treasurer 
Katharine  C.  Schmid,  Director,  Admission-Patient  Services 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 


802  N.  7th  St. 


Phoenix,  Arizona 


"Eastablished  1932" 


Telephone  AL  3-2592 
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The  cigarette  that  made  the  Filter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P.  LORILLARD  CO. 


A PRODUCT  OF  P,  LORILLARD  COMPANY  ■ FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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Future  Medical  Meetings  and  Postgraduate  Education 


Good  Samaritan  Hospital 
Postgraduate  Seminar 


SURGERY  AND  INTERNAL  MEDICINE 
DECEMBER  8 AND  9,  1961 


All  Sessions 


At 


Good  Samaritan  Hospital 
1033  East  McDowell  Road 
Phoenix  6,  Arizona 

Co-Sponsored  by  the  Good  Samaritan  Hospital  Medical  Staff  and  the  Maricopa 
County  Chapter  of  the  American  Academy  of  General  Practice 
Under  the  Direction  of  Postgraduate  Education  Committee 

Richard  K.  MacMillan,  M.D.,  Internal  Medicine,  Chairman 
William  E.  Crisp,  M.D.,  Obstetrics  and  Gynecology 
Joseph  J.  Likos,  M.D.,  Pathology 
Herman  W.  Lipow,  M.D.,  Pediatrics 

Arthur  R.  Nelson,  M.D.,  General  and  Thoracic  Surgery 
Noel  G.  Smith,  M.D.,  General  Practice 

Good  Samaritan 
Postgraduate  Seminar 
on 

Surgery 

Friday,  December  8, 1961 
Moderator  — Arthur  R.  Nelson,  M.D. 

Each  presentation  will  be  followed  by  a 15  minute  question  and  answer  period  in  which  all 
panel  members  will  participate. 

1:00-1:30  p.m.  Registration 

1:30  p.m.  Practical  Management  of  Upper  Gastrointestinal  Hemorrhage 

George  H.  Mertz,  M.D. 

2:15  p.m.  Kickoff  of  a Debate:  The  Surgical  Attitude  Toward  Thyroid  Disease 


3:00  p.m. 

3:45-4:00  p.m. 
4:00  p.m. 

4:45-5:15  p.m. 


Dale  H.  Stannard,  M.D. 

Arizona  Enigma:  The  Solitary  Pulmonary  Lesion 
Arthur  R.  Nelson,  M.D. 

Coffee  Break 

Plastic  Principles  of  Repair  in  Some  Difficult  Injuries 
Howard  Lawrence,  M.D. 

Panel  Roundup  and  Questions 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  aceommo- 
dation  of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 


POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFOR'I 


yke  '}faHklih 
Hp-ipitat 


Hospital  License  No.  71 
Registered  A.M.A. 
Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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INFORMATION 

Fee  for  registration  is  $10  for  the  complete  course,  payable  to  the  hospital.  For  physicians  wish- 
ing to  register  for  only  one  session,  the  fee  is  $5  for  the  Surgery  course  or  $5  for  the  Internal 
Medicine  course.  No  registration  fee  is  required  for  interns  or  residents  affiliated  with  any  hos- 
pital located  in  the  state  of  Arizona. 

Good  Samaritan 
Postgraduate  Seminar 
on 

Internal  Medicine 
Saturday,  December  9,  1961 
Moderator  — Richard  K.  MacMillan,  M.D. 


Each  presentation  will  be  followed  by  a 15  minute  question  and  answer  period. 


( Breakfast ) 
8:00  a.m. 


9:15  a.m. 


10:00  a.m. 


10:45  a.m. 


11:30  a.m. 


12:15  p.m. 


Cardiac  Auscultation 
Lee  Ehrlich,  M.D. 

Jaundice  — A Practical  Approach  to  the  Differential  Diagnosis 
Richard  K.  MacMillan,  M.D. 

Radioisotopes  in  the  Diagnosis  of  Thyroid  Disease 
Joseph  J.  Likos,  M.D. 

The  Internist’s  Attitude  Toward  Thyroid  Disease 
Imre  M.  Sandor,  M.D. 

Anticoagulants  and  Fibrinolytic  Agents 
John  F.  Westfall,  M.D. 

The  Differential  Diagnosis  of  Hypertension 
Meyer  Markovitz,  M.D. 


Application  for  Postgraduate  Seminar  in  Surgery  and  Internal  Medicine  at  Good  Samaritan 
Hospital,  December  8 and  9,  1961. 


Name  M.D. 

( Please  Print ) 

Address  

City State  

Medical  School  Year  


My  seminar  fee  of  $10  □ or  $5  for  Surgery  course  □ or  $5  for  Internal  Medicine  □ 
closed,  to  be  sent  to  Postgraduate  Education  C )mmittee.  Good  Samaritan  Hospital,  1033  East 
McDowell  Road,  Phoenix  6,  Arizona. 

Signed  Date  

If  you  are  an  intern  Q or  resident  []j  in  an  Arizona  hospital,  please  clu'ck  and  indicate  hospital 

and  position  held (No  Kh') 

Detach  and  send  with  fee. 
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LABORATORIES 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D, 
SEYMOUR  B.  SILVERMAN,  M.D. 
BLAND  GIDDINGS,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSS/WAN,  M.D. 
E.  LAWRENCE  GANTER,  A/LD. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


1130  E.  McDowell  Rd.  • 

Phone  AL  8-1601 


Phoenix,  Arizona 


Information,  Price  Lists  and  Mailing  Coiitainers  upon  request. 


tHeMcai  Center  and  Clinical  Jiaheraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Prc^e^Ahnal  X-^a^  and  Clinical  iahraterif 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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REGIONAL  MEETINGS 
Fall,  Winter,  Spring 
1961  - 1962 

November  16-18,  1961 
Arizona  Chapter,  American  College  of 
Surgeons 

Apache  Junction,  Arizona 

November  16-18,  1961 
Colorado  Academy  of  General  Practice 
Colorado  Springs,  Colorado 

November  25,  1961 

University  of  Utah  College  of  Medicine 
Postgraduate  Course,  Psychiatric  Problems  in 
Obstetrics-Gynecology 
Salt  Lake  City,  Utah 

November  25-26,  1961 
Interim  Session,  American  College  of  Chest 
Physicians 
Denver,  Colorado 

November  26,  1961 
Third  National  Conference  on 
Medical  Aspects  of  Sports,  AMA 
Denver,  Colorado 

November  27-30,  1961  

AMA  Clinical  Meeting 
Denver,  Colorado 

February  20-23,  1962 
Colorado  State  Medical  Society 
Midwinter  Clinical  Session 
Denver,  Colorado 

March  1-3,  1962 

University  of  Utah  College  of  Medicine 
Postgraduate  Course  — Obstetrics 
Salt  Lake  City,  Utah 

March  15-17,  1962 
Tenth  Annual  Cancer  Seminar 
Arizona  Division 
American  Cancer  Society 
Phoenix,  Arizona 

March  26- June  7,  1962 
Colorado  University  Medical  School 
Postgraduate  Course  — Surgical  Aantomy 
Denver,  Colorado 

April  24-28,  1962 
Arizona  Medical  Association 
Scottsdale,  Arizona 


SCRIPPS  CLINIC 


The  Staff  of  the  Institute  for  CardioPulmonary 
Diseases  of  the  Scripps  Clinic 
and  Research  Foundation, 

La  Jolla,  California, 
will  offer  a 

POST  GRADUATE  COURSE  FOR 
PHYSICIANS 
December  5-8,  1961 
The  Title  of  the  Program  is 
CARDIOLOGY:  PHYSIOLOGY  AND 
BIOCHEMISTRY 


AMERICAN 
DIABETES  ASS'N. 


Tenth  Postgraduate  Course 
Diabetes  in  Review:  Clinical  Conference,  1962 
Ameriean  Diabetes  Assoeiation 
January  17-19,  1962 
The  Statler  Hilton 
Detroit,  Michigan 


CONFERENCE  ON 
CONGENITAL  DEFECTS 


The  First  Inter-Amercian  Conference  on  Con- 
genital Defects  (participants  from  the  United 
States,  Canada  and  Mexico)  will  be  held  Janu- 
ary 22-24,  1962  at  the  Statler  Hotel,  Los  Angeles, 
California. 


128TH  ANNUAL  MEETING 


American  Association  for  the 
Ad\  anccmcnt  of  Science 
13ccember  26-31,  1961 
Dcin  cr,  Colorado 
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[ PHYSICIANS’ 

DIRECTORY  J 

ALLERGY 

GYNECOLOGY  & ENDOCRINOLOGY 

E.  A.  GATTERDAM,  M.D. 

JOSEPH  B.  RADDIN,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

Practice  limited  to 

American  College  of  Chest  Physicians 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 

706  Professional  Building 

Phoenix,  Arizona 

15.  E.  Monroe  — Phoenix,  Arizona 

— 

Phone  Alpine  2-3577 

DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 

MALIGNANT  DISEASE 

Fellow,  American  Academy  of  Allergy 
31  W.  Camelback  Road  CR  7-3337 

JAMES  M.  OVENS,  M.D. 
F.A.C.S  .F.I.C.S. 

Phoenix,  Arizona 

Diplomate  American  Board  of  Surgery 

Cancer  and  Tumor  Surgery 

Pediatric  Allergy 

X-ray  and  Radium  Therapy 

HOWARD  M.  PURCELL,  JR.,  M.D. 

333  W.  Thomas  Road  Phone  279-7301 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 

Phoenix  13,  Arizona 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

A.  L.  LINDBERG,  M.D. 

DERMATOLOGY 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

GEORGE  K.  ROGERS,  M.D. 

721  N.  4th  Ave.,  Tucson,  Arizona 

DERMATOLOGY 

Phone  MAin  3*2531 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

ORTHOPEDIC  SURGERY 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

THE  ORTHOPEDIC  CLINIC 

— 

ORTHOPEDIC  SURGERY 

WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D. 

Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 

PHOENIX,  ARIZONA 

2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 
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PHYSICIANS’  DIRECTORY 


SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 


Plastic  and  Reconstructive  Surgery 


CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phone  CR  4-5713  — Phoenix,  Arizona 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 


JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 


PSYCHIATRY 


CARL  BREITNER,  M.D. 

Psychiatry 

AL  2-9108 

1515  N.  9th  St.  Phoenix,  Arizona 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 


Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Phoenix,  Arizona 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1 130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 


SURGERY 


DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 


224  E.  Thomas  Rd. 


Phoenix,  Arizona 


Phone  CRestwood  4-2081 
Phoenix,  Arizona 
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ADVE  R T l S E R S' 


Abbott  Laboratories  9A,  lOA 

American  Tobacco  Co 34A 

Ames  Co.,  Inc Inside  Back  Cover 

Bristol  Laboratories  298,  299 

Butler’s  Rest  Home  65A 

Camelback  Hospital  19A 

Camelback  Professional  Building  62A 

Case,  G.  M.  Laboratories,  Inc 64A 

Coca  Cola  Co 64A 

Crystal  Bottled  Water 31 A 

Doctor’s  Directory  65A 

Endo  Laboratories  56A 

Franklin  Hospital 68A 

General  Electric  Co.  — Xray  Div 47 A 

Glenbrook  Laboratories  50A 

Hillcrest  Medical  Center  65A 

Hobby  Horse  Ranch  School  68A 

Lederle  Laboratories.  14 A,  15A,  21  A,  24A,  25A,  44A 

Lilly,  Eli  & Co Cover,  16A 

Loftins  Business  Forms 62 A 

Lorillard,  P.  & Co 66A 

Mead  Johnson  & Co Back  Cover 

Medical  and  Dental  Finance  Bureau  23 A 

Merck,  Sharp  & Dohme  18A 


National  Casualty  Co 68A 

Nurses  Directory  65 A 

Parke,  Davis  & Co Inside  Front  Cover,  lA 

P.B.S.W.  Co 74A 

Pfizer  Laboratories,  Inc 35A,  36A 

Pharmacy  Directory  65A 

Physicians  Casualty  Association  64A 

Robins,  A.  H.  & Co 45A,  46A 

Roche  Laboratories  11 A 

Rocky  Mountain  Pharmacal  54A 

Roerig  Laboratories 60 A 

Ryan  Evans  Drugs 62A 

Schering  Corporation  13A 

Schieffelin  & Co 31 A 

Searle,  G.  D.  & Co 28A 

Smith,  Kline  & French  Labs.,  Inc 32 A 

Squibb,  E.  R.  & Sons  Co 4A,  5A,  30A 

Standard  Brands,  Inc 37A 

Upjohn,  The  Co 52A 

Wallace  Laboratories 7A,  26A 

Wayland  Drugs  31 A 

White  Angel  Inn 12A 


Winthrop  Laboratories. 3A,  20A,  27A,  33A,  48A,  58A 


THE  NEW  ROYAL  ELECTRIC 

The  new  Royal  Electric  design  is  more  practical  and  functional 
than  ever.  A computer-like  keyboard  gives  the  typist  greater 
convenience,  efficiency  and  speed.  The  new  carriage  unit  reacts 
with  split-second  accuracy  and  all  controls  are  centralized  on 
toir  within  easy  reach  of  the  operator.  Only  Royal  offers  so  many 
convenient  and  time-saving  e.xtras  such  as  Magic  Margin,  Line 
Meter,  Twin-Pak  Ribbon  and  a complete  selection  of  automatic 
repeat  controls. 

The  new  Royal  has  the  lightest,  most  uniform  touch  of  any  elec- 
tric. It  can  be  varied  to  suit  each  typist.  This  Touch  Control 
plus  Royal’s  uniform  key  dip  on  each  row  promotes  better  typing 
rhythm,  lessens  finger  fatigue  and  increases  speed. 

The  new  Royal  produces  printwork  unmistakably  superior  to  that 
of  any  other  electric.  The  result  being;  1.  a more  clearly  etched 
letter;  2.  a more  uniform  inking  of  each  character;  3.  a more 
accurate  alignment  of  letters  and  words. 


OFFICE  FOOIPMENI  CENIEII 


801  W.  Indian  School  Rd.  * Phoenix,  Ariz. 

AM  4-4141 


AN  AMES  CLINIQUICK* 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.’  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.^  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  1/4%,  ¥2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.^  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 
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COLORCALIBRATED 


CLINITEST 

Reagent  Tablets 


Standardized  urine-sugar  test. ..with 

GRAPHIC  ANALYSIS  RECORD 


A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid.  oiuci 
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Now...  two  new  products  to  supply 
the  iron  infants  and  children'  need 
at  the  ages  they  need  it 


TRI-VI-SOL 

VITAMIN  DROPS  WITH  IRON 


DEGA-VI-SOI 

CHEWARLE  VITAMINS  WITH  IRON 


These  two  new  rormulations— one  for  infants,  one  for  older  children 
— are  distinctive  additions  to  the  present  line  of  Vi-Sol®  vitamins, 
thereby  providing  the  choice  of  Tri-Vi-Sol  drops  with  and  without 
iron  and  Deca-Vi-Sol  chewable  vitamins  with  and  without  iron. 
Both  new  products  taste  good.  The  packaging  carefully  limits 
elemental  iron  to  a total  of  500  mg.  per  bottle.  Nevertheless,  the 
bottles  should  be  kejrt  out  of  the  reach  of  children. 

Tii-Vi-Sol  vitamin  drops  with  iron.  Each  0.6  cc.  daily  dose  supplies  10  mg. 
elemental  iron  plus  safe,  rational  amounts  of  \itamius  C,  D and  A.  Supplied 
in  bottles  ol  30  cc. 

Deca-Vi-Sol  chewable  vitamins  tvith  iron.  Each  chewable  tablet  sui^plies  10  mg. 
elementtil  iron  and  stife,  rationtil  amounts  of  C,  1)  and  A plus  seven  siguilicaut 
15  vitamins.  Supplied  in  bottles  of  50  chewable  tablets. 

Bibliography:  (I)  Jacobs,  I.:  Cil’  21:93  (Jan.)  19(i0.  (2)  Sluilman,  I.:  J.A.M.,\.  //s : I 18- 1 2.‘i 
(Jan  H)  HKil.  ('!)  .Moore,  C.  V.,  in  Wobl,  M.  CC,  and  (ioodliari,  R.  S.;  Modern  Nutrition 
in  Health  and  Disease,  ed.  2,  I’hiladelphia,  Lea  S;  Fcbiger,  19bU,  p.  2IJ. 

10  mg.  of  prophylactic  iron... 
logically  combined  for  your 
convenience  with  two  of  the 
most  widely  used  and  accepted 
pediatric  vitamin  products 

Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 
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DARVON*  COMPOUND-65 

Darvon  Compound-65  provides  twice  as  much  Darvon®  as  does  regular 
Darvon  Compound  without  increase  in  salicylate  content  or  the  size  of 
the  Pulvule®.  Usual  dosage  is  1 Pulvule  three  or  four  times  daily. 

Darvon  Compound  Darvon  Compound-65 

32  mg Darvon 65  mg. 

162  mg Acelophenetidin 162  mg. 

227  mg A..S.A.® 227  mg. 

32.4  mg Cafleine 32.4  mg. 

Darvon®  Compound  (dexlro  propoxyphene  and  acelylsalicylic  acid  compound,  Lilly) 

Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) 

A.S.A.®  (acelylsalicylic  acid,  Lilly) 

Product  brochure  uvoUahle;  write  Eli  Lilly  and  Company,  Indianajiolis  0,  Indiana. 
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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent . . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practiced-^  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”^  Chloromycetin 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerohacter  aei'ogenes?  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.^-® 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Wa't'ning : Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Malone,  F,  J.,  Jr.;  MU.  Med.  125:836.  I960.  (2)  Martin,  W.  J.  ; Nichols,  D.  R.,  & Cook,  E.  N. : Proc.  Staff  Meet.  Mayo  CUn, 
34:187,  1959.  (3)  Ullman,  A.;  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. : Hook,  E.  VK 
Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hosp.  108:48,  1961.  (6)  Jolliff,  C.  R. 

Engelhard,  W.  E. ; Ohlsen,  J.  R. ; Heidrick,  R J.,  & Cain,  J.  A.;  Antibiotics  & Chemother.  10 
694,  1960.  (6)  Lind.  H.  E. : Am.  J.  Proctol.  11 :892,  1960.  ssse 


PARKE-DAVIS 


PARKS.  DA  VIS  & COMPANY.  Detroit  32. 


In 

intestinal 


prompt 

4Jway 

check  of 


diarrhea 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


FORMULA:  Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F. 225  mg. 

Kaolin  3 Gm. 


Opium  tincture  U.S.P.  ...0.08  cc. 
(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  boiwel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 

EFFECTIVE  ANTIDIARRHEAL 


New  York  18,  N.  Y. 


Before  prescribing  be  sure  to 
consult  Winthrop’s  literature 
for  additional  information 
about  dosage,  possible  side 
effects  and  contraindications. 


i 
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SUPPLIED:  Bottles  of  16  jl.  oz.  {raspberry  flavor,  pink  color) 

Exempt  Narcotic.  Available  on  Prescription  Only. 
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Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  with  which 
Miltown  calms  tension  and  nervousness  has  been 
clinically  authenticated  by  thousands  of  physicians 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  tvhy  meprobamate  is  still  the  most  widely 
prescribed  tranquilizer  in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or  the 
physician.  Small  tvonder  that  many  physicians  have 
awarded  Miltotvn  the  status  of  a proven,  depend- 
able friend. 

I‘  own* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.  i.d. 
Supplied : 400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS®— 400  mg.  unmarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
MEPROSPAN®-400  and  meprospan®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

m.  tVALLACE  LABORATORIES 

V/s  Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
publishe(i  stu(iies 


1 

2 
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Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 


Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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HISTORY  & OBITUARIES  COMMITTEE:  John  W.  Kennedy. 
M.D.,  Chairman  (Phoenix);  Harold  W.  Kohl,  M.D..  (Tuc- 
son); Darwin  W.  Neubauer,  M.D.  (Tucson);  Abe  I.  Podol- 
sky, M.D.  (Y’uma);  Howell  S.  Randolph,  M.D.  (Phoenix); 
Paul  L.  Singer,  IlI.D.  (Phoenix). 

INDUSTRIAL  RELATIONS  COMMITTEE:  John  H.  Ricker, 

M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D.  (Flagstaff); 
Juan  E.  Fonseca,  M.D.  (Tucson);  Oscar  W.  Friske,  M.D. 
(Ajo);  Charles  P.  Neumann,  M.D.  (Tucson);  Robert  W. 
Weber,  M.D.  (Tucson). 

LEGISLATIVE  GOMMITTEE:  Jesse  D.  Hamer,  M.D.,  Go-Ghair- 
man  (Phoenix);  MacDonald  Wood,  M.D.,  Go-Chairman 
(Phoenix);  Derrill  B.  Manley,  M.D.  (Phoenix);  John  S.  Carl- 
son, M.D.  (Nogales);  Ben  P.  Frissell,  M.D.  (Phoenix);  Paul 
B.  Jarrett,  M,D.  (Phoenix);  W,  Shaw  McDaniel,  M.D. 
(Phoenix);  James  E.  O’Hare,  M.D.  (Tucson);  William  B. 
Steen,  M.D.  (Tucson);  George  G.  Truman,  M.D,  (Mesa). 
MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  John  A.  Eisenbeiss,  M.D,  (Phoenix); 
Benjamin  Herzberg,  M.D.  (Phoenix);  James  E.  O’Hare.  M.D. 
(Tucson);  Donald  A.  Poison,  M.D.  (Phoenix);  Paul  L.  Singer, 
M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  W.  Albert  Brewer,  M.D., 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
W.  R.  Manning,  M.D.  (Tucson);  Dermont  W.  Melick,  M.D. 
(Phoenix);  Clarence  L.  Robbins,  M.D.  (Tucson). 
MEDICO-LEGAL  COMMITTEE:  Wallace  A.  Reed,  M.D.,  Chair- 
man (Phoenix);  Jack  E.  Brooks,  M.D.  (Phoenix);  Robert 
E.  Hastings,  M.D.  (Tucson);  Louis  Hirsch,  M.D.  (Tucson); 
Maurice  Rosenthal,  ^I.D.  (Phoenix);  George  A.  Spikes,  M.D. 
(Douglas). 

PROGUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Ghairman  (Phoenix);  Robert  N.  Glass,  M.D. 
(Tucson);  John  F.  Gurrin,  M.D.  (Flagstaff);  Ruland  W.  Hus- 
song,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Ynma); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  GOMMITTEE;  Robert  B.  Leonard,  M.D.,  Ghair- 
man (Phoenix);  James  D.  Alway,  M.D.  (Phoenix);  Otto  L. 
Bendheim,  M.D.  (Phoenix);  W.  Albert  Brewer,  M.D.  (Phoe- 
nix); Orin  J.  Farness,  M.D.  (Tucson);  Ray  Fife,  M.D.  (Phoe- 
nix); Richard  B.  Johns,  M.D.  (Phoenix);  Howard  W.  Kimball, 
M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson);  George 
G.  McKhann,  M.D.  (Phoenix);  Herman  S.  Rhu,  M.D.  (Tuc- 
son); Paul  J.  Slosser.  M.D.  (Yuma);  Gharles  A.  L.  Stephens, 
M.D.  (Tucson);  Lowell  G.  Wormley,  M.D.  (Phoenix). 
PROFESSIONAL  LIAISON  COMMITTEE:  Ben  B.  Frissell,  M.D., 
Chairman  (Phoenix);  Ernest  A.  Born,  M,D.  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  William  G.  Payne,  M.D,  ('I'emjre); 
Harold  J.  Rowe,  M,D.  (Tucson);  Delbert  L.  Secrist,  Nl.D. 
(Tucson);  Hugh  M,  Smith,  M.D.  (Tucson);  Noel  G.  Smith, 
M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix);  Roy 
O.  Young,  M.D.  (Flagstaff). 

PUBLIC  RELATIONS  COMMITTEE:  Roland  F.  Schocn.  M.D.. 
Chairman  (Casa  Grande);  Robert  11.  Bnllington,  M.D.  (Phoe- 
nix); Howard  W.  Fiuke,  M.D.  (Superior);  Charles  II.  Fin- 
ney, M.D.  (Phoenix);  Fred  L.  Goff.  M.D.  (Douglas);  Ralph 
r.  Irwin,  M.D.  (Yuma);  Paul  B.  Jarrett.  M.D.  (Plioenix); 
John  F.  Kahle,  M.D.  (Flagstaff);  j.  Edwin  Keppel,  M.D. 
(Mesa);  Glarence  II.  Kuhlman.  M.D.  (Tucson);  W.  R.  M;m- 
ning,  NI.D.  (Tucson);  Glarence  L.  Robbins,  M.D.  (Tucson); 
Leo  L.  'I'nveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Niubauei.  M.D..  Editor- 
in-Chief,  Chainmm  ( riuson);  R.  I ee  Foster,  M.D.  (Phoenix); 
John  R.  Green,  M.D.  (Phoenix);  Clarence  1,.  Robbins,  M.D, 
(Tucson). 

SCIENTIFIC  ASSEMRl.Y  COMMITTEE:  Rieluird  O.  Flvnn. 

M.D.,  Co-Cluiirman  (Tempe);  Clarence  E.  Yount,  Jr.,  M.D., 
Co-Cli;iirm;ni  (Prescott);  James  F.  Bi;uly,  Jr.,  M.D.  (Tucson); 
Rieluird  E.  11.  Duisbirg,  M.D.  (Phoenix);  Fred  1 ,.  Golf. 
M.D.  (Douglas);  Richard  R.  Johns,  M.D.  (Phoenixl;  I'red  II. 
Landien,  NI.D.  (Tueson);  William  II.  Lyle,  M.D.  (Yuma); 
Arthur  R.  Nelson,  M.D.  (Phoenix);  D;ir\\  in  W.  Xi-ub.uu  r. 
M.D.  (I'neson);  Walter  M.  O'Brien.  M.D.  (Globe);  F.dn.ird 
.Sal tensihi'l,  M.D.  (Phoenix);  Roland  F.  Schoen,  M.D.  iC;is,i 
Grande);  John  R.  Sebwart/mann,  M.D.  ( I'ueson);  )\  illiam 
B.  Steen,  M.D.  (Tueson). 
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...WITH  METHEDRIWE' SHE  CAN  HAPPILY  REFUSE] 


Controls  food  craving,  keeps  the  reducer  happy  — (n  obesity,  “our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed. and  because  undesirable  peripheral  effects  are  significantly  minimized  or 
entirely  absent.”  oougias,  h.  s.:  west.j.surg.  59:23s  (May)  1951. 


‘METHEDRINE’ 


brand  Methamphetamine  Hydrochloride 


Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  — 1961-62  Board  Members 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 


President  Mrs.  Ian  M.  Chesser  (Lu)  Safety  Mrs.  C.  Selby  Mills  (Vivian) 

414  N.  Country  Club  Road,  Tucson,  Arizona  1844  E.  Keim  Drive,  Phoenix  16,  Arizona 

President-Elect  Mrs.  Frederick  W.  Knight  (Mary)  Student  Nurse  Loan  Fund Mrs.  Juan  Fonseca  (Virginia) 

618  Central  Avenue,  Safford,  Arizona  2505  Indian  Ridge  Drive,  Tucson,  Arizona 


1st  Vice  President  Mrs.  Clare  W.  Johnson  (Mary  Ann) 

(Organization  and  Membership  Chairman) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 


Workshop  Advisor  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 


2nd  Vice  President  Mrs.  John  Kahle  (Rosemary) 

(Program  Chairman) 

2412  N.  Talkington,  Flagstaff,  Arizona 

Treasurer  Mrs.  Herbert  D.  Welsh  (Lynn) 

Route  8,  Box  18,  Tucson,  Arizona 

Recording  Secretary Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Gorresponding  Secretary  . . Mrs.  Bernard  W.  Simons,  Jr.  (Marjorie) 
3423  East  4th  St.,  Tucson,  Arizona 

Director  (1  year)  Mrs.  Robert  H.  Cummings  (Jerrye) 

5830  East  Arcadia  Lane,  Phoenix  18,  Arizona 

Director  (1  year)  Mrs.  Robert  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Director  (2  years)  Mrs.  William  D.  Nelson,  Jr.  (Ellen) 

2808  Vista  Lane,  Yuma,  Arizona 


COUNTY  PRESIDENTS  - 1961-62 

Coconino  County  Mrs.  James  Wenzel  (Nancy) 

2143  N.  Navajo  Drive,  Flagstaff,  Arizona 

Gila  Gounty  Mrs.  William  C.  Fowkes  (Jean) 

Box  1207,  Miami,  Arizona 

Maricopa  County  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix  13,  Arizona 

Pima  County  Mrs.  Frederick  J.  Hirsch  (June) 

5817  E.  Fourth  Street,  Tucson,  Arizona 

Yavapai  County  Mrs.  Donald  Merkle  (Helena) 

810  Norris  Road,  Prescott,  Arizona 

Yuma  County  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Yuma,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1961-62 

American  Medical  Education  Fund  Mrs.  Max  Costin  (Kay) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

Bulletin  Mrs.  B.  E.  Lambrecht  (Lila) 

Box  1837,  Miami,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  W.  Stanley  Kitt  (Abbie) 

2043  E.  Fourth  Street,  Tucson,  Arizona 

Community  Service  Mrs.  Thomas  Rowley  (Barbara) 

114  South  Miller  Street,  Mesa,  Arizona 

Convention  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Civil  Defense  Mrs.  Paul  Jarrett  (Beverly) 

501  East  Pasadena,  Phoenix  12,  Arizona 

Finance  Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  E.  8th  Street,  Tucson,  Arizona 

Health  Careers  Mrs.  Earl  R.  Baldwin  (Betty) 

3320  North  Martin  Avenue,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health  Mrs.  John  T.  Clymer  (Eloise) 

201  West  Flynn  Lane,  Phoenix  13,  Arizona 

Nominating  Mrs.  Robert  Cummings  (Jerrye) 

5830  East  Arcadia  Lane,  Phoenix  18,  Arizona 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  Norfhview,  Phoenix  21,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UMDAS  DE 
NORTEAMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President Dr.  Ignacio  Chavez 

Edificio  Profesional,  Pavo  No.  112,  Guadalajara,  Jalisco,  Mex. 

President-Elect  Dr.  Juan  E.  Fonseca 

2409  E.  Adams,  Tucson,  Arizona 

Vice-President  Dr.  E.  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jalisco,  Mexico 

Secretario  Dr.  Fausto  Zeron  Medina 

Guadalajara,  Jalisco,  Mexico 

Secretary  Dr.  M.  A.  Carreras 

130  South  Scott,  Tucson,  Arizona 

Executive  Secretary  Byron  Browder 

Tucson,  Arizona 

Secretario  Ejecutivo  Alfredo  E.  Patron 

Mazatlan,  Sinoloa,  Mexico 

Treasurer  Dr.  Robert  E.  Hastings 

1014  N.  Conntr>’  Club,  Tucson,  Arizona 

Tesorero  Dr.  E,  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jalisco,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 
Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 
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IS  IT  “VALLEY  FEVER”  DOCTOR? 


FOR  INTRADERAAAL  DIAGNOSES  TRY 

BioProducts’  NEW  Coccidioidin 


SPECIFICITY  in  maximum  may  be  expected  with  BioProducts 
Coccidioidin,  a product  of  the  patients  environment. 

PACKAGED  in  one  cc.  vials  containing  ten  tests  (0.1  cc.  per 
test)  in  the  standard  1 :100  potency.  Also  available  in 
1:10;  1 :1000;  and  1 : 10,000. 

AVAILABLE  th  rough  your  pharmacy  or  Rocky  Mountain  Phar- 
macal,  1002  East  Indian  School  Road,  Phoenix,  Telephone 


PREPARED  with  nine 


locally 


collected  and  isolated 


strains  of  COCCIDIOIDES  IMMITIS. 


CRestwood  7-7611. 


Your  request  on  your  professional  letterhead 
or  prescription  form  to  Rocky  Mountain  Phar- 
macal  will  bring  complete  information  and  a 
sample  vial. 


Phoenix 


Tucson 


feel  the  edge  of  this  page... 


Like  this  page,  a Filmtab  coating  is  about  l/250th  of  an  inch  thick. 
That’s  the  depth  of  the  Filmtab  which  seals  the  active  ingredients  into 
Abbott  vitamin  tablets. 

Why  do  we  make  it  paper-thin? 

Filmtab  coatings  replace  sugar  coatings.  This  means  that  our  vitamin 
tablets  are  quite  a bit  smaller  than  most — sometimes  by  as  much  as 
30%.  This  makes  them  easier  to  swallow.  And,  because  there’s  no  bulk 
(not  even  sub-seals  are  needed)  the  nutrients  are  readily  available.  Yet, 
patients  remain  protected  from  vitamin  odors  and  after-tastes. 

The  greatest  advantage,  however,  is  in  stability. 

Filmtab  coatings  don’t  require  water.  Consequently,  there  is  virtually 
no  chance  of  moisture  degradation.  The  potency  your  patient  pays 
for  stays  in  the  tablet.  Without  sugar,  we’ve  even  l)een  able  to  eliminate 
much  of  the  brittleness.  So,  tablets  are  less  apt  to  chip  or  break. 

Small  reasons,  perhaps,  yet  no  refinement  is  too  sul)tle  if  it  adds  to 
a product’s  performance,  or  your  patient’s  convenience. 


and 
you’ll 
know 
how 
thin 
a 

FILMTAB 

coating 


Filmtab  coalings  protect  these  Abbott  nutritionals: 


can 


DAYALETS®  OPTILETS® 

DAYALETS-M®  OPTILETS-M® 

Maintenance  Formulas  Therapeutic  Formulas 


SURBEX-T” 
SUR-BEX®  WITH  C 


B-complex  with  (,'  /'ormiila 


TM— Trademark 


Filmtab— Film-sealed  tablets,  Abbott 


112069 


Her  position  on  nutrition 
Is  taught  in  all  the  schools. 

She’s  an  oracle  for  others,  j ' 
Yet,  the  first  to  break  the  rules. 
While  a mine  of  diet  knowledge 
(And,  each  lecture  is  a gem) 

Poor  Ramona  from  Pomona  needs 
some  DAYALETS  with  M. 


Av»rs9«  Serving 

Sherbet  V/t  oup> 
wamfl®  pwdcfJ«g  {icup} 

Pruitm 

•bpte,  rsyv 

ban»n«, 

cantaloup®  <%> 

grapefruit  »moH> 

orange,  raw  (medium-aixe) 

peach,  raw  (medtum'Slze) 

pear,  raw  (med*um-aJ«®> 

ptnoappto,  canned  larg®  slice) 

Fruit  iwiee* 

grapefruit,  fresh  (icup) 

orange,  fresh  ft  cup) 

pineappio,  canned  (Tcup) 

tomato,  canned  (Icup) 

Meet,  Fieh  end  F^uftry 
beef,  strloin  steat  (3or) 

Jsmb  chop  (3o2  > 
pork  chop  (3o*-) 
ftam  rSoz  ) 


\ 


DAVALET8-r 


Likes,  dislikes,  and  time  schedules  never  interfere  with  her  lectures, 
doctor,  just  her  diet.  She  could  live  in  a grocery  store  and  still  eat  poorly.  While 
Dayalets-M  can’t  replace  self-discipline,  it  can  help  insure  optimal  nutrition. 
Tablets  are  tiny,  potent,  and  Filmtab-coated.  Patients  like  taking  them. 

Filmtab®  DAYALETS-M®. ..  vitamins  plus  8 

minerals  in  the  most  compact  tablet  of  its  kind 


ABBOTT 


112070 


Filmtab— Film-sealed  tablets,  Abbott 
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Graham,  Sotto  and  Paloucek  — Cancer  of  the  Cervix 


CJ  OlcW  fBoo^  ! --^Ip-to-datc  and  autiiQtifati^c  co'?<j'iag|e  oj^  cet-Oicaf  coAcinoma 


This  authoritative  new  monograph,  from  the 
world-famous  Roswell  Park  Memorial  Insti- 
tute, brings  you  today’s  latest  information  on 
the  diagnosis  and  management  of  cervical 
cancer.  The  authors  begin  with  an  interest- 
ing discussion  of  the  frequency,  etiology  and 
pathology  of  such  lesions.  There  are  exten- 
sive sections  on  diagnosis  and  therapy  — in- 
cluding complications  affecting  management 
such  as  pregnancy,  prolapse  of  the  uterus, 
carcinoma  of  a cervical  stump,  and  fever. 


You’ll  find  fully  illustrated  coverage  of  tech- 
niques of  obtaining  material  for  Papani- 
colaou smears  and  performing  cervical  biopsy. 
Both  irradiation  and  operative  techniques 
are  explained  and  illustrated  in  detail. 

By  John  B.  Graham,  M.D.,  Chief  Gynecologist;  Luciano 
S.  J.  Sotto,  M.D.,  formerly  Attending  Gynecologist;  and 
Frank  P.  Paloucek,  M.D.,  Attending  Gynecologist.  All 
of  the  Roswell  Park  Memorial  Institute,  Buffalo,  New 
York.  About  544  pages,  6’/2"x9%",  with  157  illustrations. 
About  $15.00.  New — Ready  in  January! 


Hogan  and  Zimmerman — Ophthalmic  Pathology 

^2nd^  §dili  6UpCT  ^ affas  and  tcxl^ooic 


In  a Straightforward  and  visually  superb  man- 
ner, this  book  clearly  sets  forth  the  morpho- 
logic pathology  of  the  eye  and  the  physiologic 
processes  affecting  ocular  change.  The  authors 
first  cover  principles  of  general  pathology, 
pathologic  entities  affecting  the  entire  eye, 
and  a general  discussion  of  ocular  injuries. 
Anatomy,  histology,  congenital  and  develop- 
mental anomalies,  inflammations,  metabolic 
disorders,  neoplasms  are  then  carefully  con- 
sidered for  all  the  various  regions  of  the  eye: 


on  fnc  eije  and  its  diSoTdcTA 

the  lids  and  lacrimal  drainage  apparatus,  the 
cornea  and  sclera,  the  uveal  tract,  retina,  op- 
tic nerves,  vitreous,  and  the  orbit.  Many  beau- 
tiful new  illustrations  have  been  incorporated. 

Edited  by  Michael  J.  Hogan,  M.D.,  Professor  and  Chair- 
man, Department  of  Ophthalmology,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco;  and  Lorenz  E. 
Zimmerman,  M.D.,  Chief,  Ophthalmic  Pathology  Branch 
and  Registrar,  Registry  of  Ophthalmic  Pathology-  Armed 
Forces  Institute  of  Pathology,  Washington,  D.C.;  with 
15  Contributors.  797  pages,  7‘/2”xll",  with  703  figures, 
some  in  color.  About  $30.00.  New  (2nd)  Edition! 


Owen — Hospital  Administration 


jlc  on  manatjin^  fodatji  ^oApifaPa 


Ct  ylesO  fB  oo  compfelc  and  mucli  needed  AoaTce 

The  place  of  the  hospital  in  the  community 
and  the  interrelationships  between  depart- 
ments of  the  hospital  are  clearly  set  forth  in 
this  new  day-to-day  reference  source.  Here  you 
will  find  hundreds  of  valuable  ideas  to  help 
increase  efficiency  in  the  construction,  organ- 
ization and  administration  of  today’s  hospi- 
tals. Every  aspect  of  administration  is  carefully 
detailed  from  Planning  and  Organizing  the 
Hospital  to  Hospital  Laiv.  There  is  valuable 
coverage  of;  Financial  Management  — Laun- 


dry and  Linen  Service  — Maintenance  of 
Building  and  Grounds — Organizing  the  Med- 
ical Staff — Surgical  Services — Medical  Record 
Library  — Chaplaincy  Service  — Public  Rela- 
tions— Research — Trusteeship. 

Edited  by  Joseph  Karlton  Owen,  B.S.,  M.S.,  Ph.D., 
Specialist  in  Hospital  Administration,  Louis  Block  and 
Associates,  Inc.,  Silver  Spring,  Md.;  with  the  Coordina- 
tive  Assistance  of  Robert  K.  Eisleben,  B.A.,  M..\.,  As- 
sistant Administrator  of  Little  Company  of  Mary  Hospital, 
Torrance,  Calif.  About  9(i0  pages,  h'/2'’N954",  with  llifi  il- 
lustrations. About  $16.00.  New — Ready  in  January! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  me  the  following  hooks  and  hill  me: 

□ Graham,  Sotto  S:  Paloucek ’s  Cancer  of  the  Ccr\ix,  about  ,f  15.00 
Q Hogan  8:  Zimmerman’s  Ophthalmic  Pathology,  about  .f‘U).00 
Q Owen’s  Hospital  Administration,  about  .'fdO.OO 


I Name. . 
! Address 


SM.1-I2-6I 
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PABALATE 


mutually  potentiating  nonsteroid  antirheumatics 


When  conservative  steroid  therapy  is  indicated — 


PABALATE -HC 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  yelloiu  enteric-coated 
PABALATE  tablet: 


Sodium  salicylate  (5  gr.) 

0.3  Gm. 


^^superior  to  aspirin”^  and  with  a ''higher  'therapeutic  index’”^ 


Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


When  sodium  should  be  avoided — 


PABALATE -SODIUM  FREE 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 


Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 


In  each  light  blue  enteric-coated 
PaBALATE-HG  tablet: 


Pabalate  with  Hydrocortisone 


1 . Barden,  F.W.,etal.:J.MaineM. A. 46:99,  1955. 
2.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


Same  formula  as  PABALATE- 
SODIUM  Free,  plus  hydrocor- 
tisone (alcohol)  . . . 2.5  mg. 


Making  today’s  medicines  with 
integrity . . . seeking  tomorrow’s 
with  persistence. 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 


The  Clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


chemical 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 


LABORATORIES 
New  York  18,  N.Y. 


NASAL  SPRAYS  AND  SOLUTIONS 

When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.'"®  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  (Vz%)  and  children 
(V4%),  in  dropper  bottles  of  Vs,  Va  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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blood  pressure  approaches  normal 
more  readily,  more  safely.... simply 


(hydroflumethiazide,  reserpine,  protoveratrine  A-antihypertensive  formulation) 


Early,  efficient  reduction  of  blood  pressure.  Only  Salutensin  combines 
the  advantages  of  protoveratrine  A (“the  most  physiologic,  hemody- 
namic reversal  of  hypertension”^)  with  the  basic  benefits  of  thiazide- 
rauwolfia  therapy.  The  potentiating/additive  effects  of  these  agents^"® 
provide  increased  antihypertensive  control  at  dosage  levels  which 
reduce  the  incidence  and  severity  of  unwanted  effects. 

Salutensin  combines  Saluron®  (hydroflumethiazide),  a more  effective 
‘dry  weight’  diuretic  which  produces  up  to  60%  greater  excretion  of 
sodium  than  does  chlorothiazide’;  reserpine,  to  block  excessive  pressor 
responses  and  relieve  anxiety;  and  protoveratrine  A,  which  relieves 
arteriolar  constriction  and  reduces  peripheral  resistance  through  Its 
action  on  the  blood  pressure  reflex  receptors  in  the  carotid  sinus. 
Added  advantages  for  long-term  or  difficult  patients.  Salutensin  will  re- 
duce blood  pressure  (both  systolic  and  diastolic)  to  normal  or  near- 
normal levels,  and  maintain  it  there,  in  the  great  majority  of  cases. 
Patients  on  thiazide/rauwolfia  therapy  often  experience  further  improve- 
ment when  transferred  to  Salutensin.  Further,  therapy  with  Salutensin  is 
both  economical  and  convenient. 

Each  Salutensin  tablet  contains:  50  mg.  Saluron®  (hydroflumethiazide),  0.125  mg.  reserpine,  and 
0.2  mg.  protoveratrine  A.  See  Official  Package  Circular  for  complete  information  on  dosage,  side 
effects  and  precautions. 

Supplied:  Bottles  of  60  scored  tablets. 

References:  1.  Fries,  E.  D.:  In  Hypertension,  ed.  by  J.  H.  Moyer,  Saunders,  Phila.,  1959  p.  123. 
2.  Fries,  E.  D.:  South  M.  J.  51:1281  (Oct.)  1958.  3.  Finnerty,  F.  A.  and  Buchholz,  J.  H.:  GP  17:95 
(Feb.)  1958.  4.  Gill,  R.  J.,  et  al.:  Am.  Pract.  &.  Digest  Treat.  11:1007  (Dec.)  1960.  5.  Brest,  A.  N. 
and  Moyer,  J.  H.:  J.  South  Carolina  M.  A.  56:171  (May)  1960.  6.  Wilkins  R.  W.:  Postgrad.  Med. 
26:59  (July)  1959.  7.  Gifford,  R.  W.,  Jr.:  Read  at  the  Hahnemann  Symp.  on  Hypertension,  Phila. 
Dec.  8 to  13,  1958.  8.  Fries,  E.  D.,  ei_al.:  J.  A.  M.  A.  166:137  (Jan.  11)  1958.  9.  Ford,  R.  V.  and 
Nickell,  J.:  Ant.  Med.  &.  Clin.  Ther.  6:461,  1959. 

all  the  antihypertensive  benefits  of  thiazide- 
rauwolfia  therapy  plus  the  specific, 
physiologic  vasodilation  of  protoveratrine  A 
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11  WEEKS  TO  LOWER  BLOOD  PRESSURE  TO  DESIRED  LEVELS  BY  SERIAL  ADDITION  OF 
THE  INGREDIENTS  IN  SALUTENSIN  IN  A TEST  CASE 


(Adapted  from  Spiotta,  E.  J.:  Report  to  Department  of  Clinical  Investigation,  Bristol  Laboratories) 


SALUTENSIN 


mm 

Hg. 

190 

180 

170 

160 

150 

140 

130 

120 

110 

100 

90 


JAN.  FEB.  MARCH 

12  19  27  3 10  17  24  2 9 17  23  30 


(thiazide 
protoveratrine  A 
reserpine) 


thiazide 

protoveratrine  A 


3V2  weeks  to  lower  blood  pressure  to  desired  levels  using  SALUTENSIN  FROM 
THE  START  OF  THERAPY  IN  A “DOUBLE  BLIND”  CROSSOVER  STUDY 


Mean  Blood  Pressures— Systolic  (S)  and  Diastolic  (D) 


mm 
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Placebo  Followed  by  Salutensin 
(22  patients) 

Salutensin  Followed  by  Placebo 
(23  patients) 

Placebo  Salutensin 

Before  After  Before  After 

Salutensin  Placebo 

Before  After  Before  After 

In  this  “double  blind”  crossover  study  of  45  patients,  the  mean  systolic  and  diastolic  blood  pres- 
sures were  essentially  unchanged  or  rose  during  placebo  administration,  and  decreased  markedly 
during  the  25  days  of  Salutensin  therapy.  (Smith,  C.  W.:  Report  to  Department  of  Clinical  Investi- 
gation, Bristol  Laboratories.) 

BRISTOL  LABORATORIES/Div.of  Bristol-Myers  Co., Syracuse, N.Y. 
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■ See 

both  blood  picture 
and  patient  respond  to 

TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral)* 

Cobalamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg.  f 

(The  above  three  ingredients  are  clinically  equiva- 
lent to  1>2  N.F.  units  of  APA  potency.) 

Iron,  Elemental 220  mg. 

(as  Ferrous  Sulfate) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 

*Potency  established  prior  to  mixture  with  other  ingredients. 
fObtained  from  extractives  of  suitable  microbial  organisms  and  liver 
and  determined  microbiologically  against  vitamin  B,j  standard;  the 
total  amount,  including  that  contained  in  the  Vitamin  B,2  with  Intrinsic 
Factor  Concentrate,  N.F,,  is  30  micrograms. 

Product  brochure  available; 

write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 


Original  Articles 


Extended  Operations  For  Alimentary  Tract 
Malignancy:  Including  the  Esophagus,  Stomach 
and  Colon,  Together  With  Recital  of  Experi- 
ences With  the  Second  Look  Operation 

Owen  H.  Wangensteen,  M.D. 


iillli-3  ; , 

■ “The  silent  interval  in  cancer  is  almost  two  years  in  length.  We  ne<kl  to  de- 
velop and  assess  methods  which  serve  to  identify  patients  who  have  (pncer'^ 

; before  symptoms  become  evident i | 


THERE  IS  nothing  very  hopeful  to  say  yet 
about  cancer.  The  best  prophet  of  the  cancer 
game  I have  encountered  was  King  George  V. 
He  opened  the  first  International  Cancer  Confer- 
ence in  London  in  1928,  and  speaking  through 
his  counsellors,  by  one  of  whom  the  King’s  mes- 
sage was  read,  said:  “I  note  with  interest  that 
your  object  is  research,  both  into  the  cure  and 
causes  of  cancer.  No  doubt  in  the  last  resort  the 
discovery  of  the  cause  is  the  only  certain  and 
absolute  means  of  cure.  But  I am  glad  that  you 
have  not  ignored  the  practical  side  of  the  prob- 
lem. Remembering  the  thousands  of  sufferers 
from  cancer,  I feel  that  if  your  discussions  lead 
to  advance  in  diagnosis,  treatment,  or  even  pal- 
liation of  the  disease,  this  Conference  will  have 
justified  itself  and  earned  the  gratitude  of  man- 
kind.” 


From  the  Department  of  Surgery,  University  of  Minnesota 
Medical  Center,  Minneapolis  14,  Minnesota. 

Presented  at  the  Phoenix  Siiriiical  Society,  Phoenix,  Arizona, 
December  15,  1960. 

The  researches  on  which  this  presentation  is  based  received 
support  from  a number  of  sources,  including  the  followinjj: 

Damon  Runyon  Memorial  Fund  for  Cancer  Research  and  the 
Minnesota  Division  of  the  American  Cancer  Society  (Second  Look 
Aspects  of  the  Problem). 

The  American  Cancer  Socicly  and  the  Atomic  Energy  Com- 
mission (P32  Studies  on  stomach,  colon  and  breast) 

General  support  from  the  Donald  ].  Cowling  Fund  and  the 
Jay  and  Rose  Phillips  Fund  for  Surttical  Research. 


Many  of  the  people,  privileged  to  hear  the 
King’s  message  — almost  as  long  ago  as  when 
Virgil  Counseller  and  I were  young  surgical  ap- 
prentices at  the  Mayo  Clinic  where  I had  the 
privilege  of  being  an  E.xchange  Surgical  Fellow 
from  the  University  of  Minnesota  in  the  year 
1924  — believed  as  I did  then  that  the  King  had 
underestimated  the  capacity  of  the  assembled 
investigators.  Many  International  Cancer  Con- 
ferences have  been  held  meanwhile,  but  those 
prophetic  and  timely  w'ords  of  King  George  V 
might  very  well  have  been  employed  to  invoke 
any  cancer  conference  held  in  the  intervening 
vears. 

Strides  are  being  made.  Rut  those  of  you  who 
are  surgeons  and  Mork  in  this  area  must  feel  at 
times  as  I have  felt,  we  are  on  the  wrong  side 
of  the  woodpile,  ^^’e  would  like  to  get  o\er  to 
the  other  side  where  tlie  green  cases  are  piling 
in  day  after  day.  But  we  fail  to  recogni/t'  most 
visceral  cancers  until  the  patic'ut  has  had  s\iup- 
toms  for  some  time.  Howiner  much  w('  laim'ut 
the  circumstance  that  patit'nts  may  not  ri'sjioiul 
immediately  to  the  urging  of  a s\inptom,  the 
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much  more  important  thing  is  that  the  silent  in- 
terval in  canver,  as  in  cancer  of  the  stomach  and 
colon  and  in  the  lung,  too  probably  is  in  the 
area  of  two  years. 

Recruitment  for  Medicine 

Those  of  you  who  studied  German  in  high 
sehool,  like  myself,  long  years  ago  probably  read 
Theodor  Storm’s  “Immense”.  Today,  the  reading 
of  foreign  languages  is  no  longer  required  by 
many  medieal  schools.  In  fact,  if  the  applicant 
can  read  and  write  English  and  can  pass  his 
college  examinations  reasonably  well,  he  prob- 
ably ean  be  admitted  to  a medical  school,  with 
a few  explanations.  Reeruitment  is  our  chief 
problem  today  in  medical  schools.  Despite  the 
birth  rate  explosion  that  Dr.  Counseller  referred 
to,  which  has  not  only  affected  Phoenix  but  our 
whole  eountry  and  most  countries  of  the  world 
— even  so  not  as  many  young  men  and  women 
are  studying  medieine  as  we  need.  We  graduate 
eurrently  approximately  7,500  physieians  annual- 
ly in  the  United  States.  The  main  reason  we  have 
as  many  foreign  physieians  in  our  hospitals  for 
training  is  that  there  are  not  enough  American 
men  and  women  graduating  from  our  medieal 
sehools  to  man  our  hospitals  and  to  fill  the  plaees 
available  for  speeialty  training;  hence  the  need 
for  eontinuance  of  a liberal  policy  relating  to 
the  influx  of  foreign  physieians.  Reliable  sourees 
suggest  we  should  graduate  10,000  physieians 
annually  to  meet  our  current  needs,  let  alone 
provide  for  inereases  in  the  future.  Our  85  med- 
ieal sehools  are  not  enough  to  meet  this  need. 
We  are  told  20  more  medical  schools  are  needed 
now.  Phoenix  could  well  supply  one  of  those.  In 
fact,  in  the  not  too  distant  future,  the  great  State 
of  Arizona  certainly  will  have  a medieal  school. 
Many  medical  schools,  like  our  own,  could  take 
more  students  for  the  clinical  years.  If  a few  uni- 
versities with  strong  scienee  faculties  could  be 
persuaded  to  enter  the  training  field  in  medieine 
for  the  preelinical  seiences,  some  of  the  large 
metropolitan  medieal  sehool  centers  eould,  I am 
very  certain,  absorb  a larger  number  of  students 
for  the  clinical  years. 

Cancer  Detection 

Theodor  Storm,  to  whom  I just  alluded,  died 
of  gastric  cancer.  Just  before  he  died  he  wrote 
a poem  entitled,  “Reginn  des  Endes”  — the  be- 
ginning of  the  end.  The  poem  concerned  12 
lines;  in  essence  the  thesis  of  the  three  stanzas 
was;  I have  a pain,  it  is  nothing,  and  finally,  it 


is  too  late.  Unfortunately,  this  is  still  the  way  it 
is  today  with  many  cancers.  We  hope  to  get 
over  to  the  other  side  of  the  woodpile.  If  pres- 
ently we  come  to  the  end  of  the  beginning,  to 
use  a Churehillian  phrase,  I would  like  to  be- 
lieve it  will  be  in  the  area  of  diagnosis.  However 
heretic  it  may  sound  to  say  so,  I believe  in  1961, 
one  eould  make  a far  more  direct,  immediate  and 
important  percussion  upon  the  problem  of  ean- 
cer,  if  regularly  we  could  detect  cancer  early, 
than  if  the  eause  of  caneer  were  diseovered.  Ul- 
timately, ascertainment  of  the  nature  of  eancer 
and  its  origins,  will  influence  greatly  and  favor- 
ably our  fight  against  cancer.  Implementation 
of  such  knowledge,  even  if  available,  will  not  be 
however  an  overnight  phenomenon.  Witness  how 
long  it  was  before  discovery  of  the  tubercle 
bacillus  made  itself  felt  in  the  mortality  columns 
of  tuberculosis. 

There  is  a signifieant  difference  in  the  aceom- 
plishment  in  Caneer  Deteetion  Centers  with  a 
few  speeial  cancers  than  is  achieved  in  the  man- 
agement of  similar  cancers  recognized  in  sympto- 
matic patients.  As  all  of  you  know,  caneer  de- 
tection centers  have  not  been  too  successful. 
There  is  an  enormous  labor  involved  for  the  div- 
idends earned.  Yet  your  money  in  the  bank 
probably  does  not  earn  a larger  pereentile  divi- 
dend. It  was  not  so  long  ago  that  money  in  the 
banks  earned  only  1 per  eent.  Why  should  we 
eomplain,  when  we  are  dealing  in  human  lives 
if  only  three  cases  are  found  amongst  100  pa- 
tients above  45  years  going  through  such  a de- 
tection center? 

Just  under  20  per  eent  of  all  deaths  in  this 
country  are  eaused  by  cancer.  The  other  impor- 
tant causes  of  death  are  heart  disease,  and  dis- 
ease of  the  blood  vessels,  accidents,  and  eon- 
genital  deformities.  Together  with  caneer,  these 
items  comprise  85  per  cent  of  all  deaths.  You 
ean  understand,  therefore,  whv  insurance  eom- 
panies  fail  to  be  as  concerned  over  many  other 
causes,  which  account  for  the  remaining  15  per 
cent  of  deaths.  It  is  important,  as  Dr.  Counseller 
said,  to  lend  eontinuing  liberal  support  to  or- 
ganizations like  the  Arizona  Division  of  the 
Ameriean  Cancer  Society.  The  effort  and  great 
interest  in  the  cancer  problem  of  this  organiza- 
tion continues  to  alert  the  public  to  report  for 
annual  examinations.  Inasmuch  as  the  silent  in- 
terval in  cancer  is  almost  two  years  in  length, 
we  need  to  develop  and  assess  methods  which 
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serve  to  identify  patients  who  have  cancer  be- 
fore symptoms  become  evident  — an  area  in 
which  a major  break-through  in  the  fight  against 
cancer  could  achieve  an  immediate  and  telling 
effect. 

CANCER  OF  THE  ESOPHAGUS 

This  discussion  will  concern  largely  gastric  and 
colic  cancer.  I have  a few  things  to  say  on  cancer 
of  the  esophagus  as  well.  This  is  one  of  the 
bleakest  chapters  in  the  surgery  of  malignancy. 
Cancer  of  the  esophagus  is  primarily  a cancer  of 
males,  about  five  to  one.  Cancer  of  the  hypo- 
pharynx,  however,  is  predominantly  a cancer  of 
females.  Ahlbom  (1936)  suggested  that  the  dys- 
phagia observed  in  sideropenic  anemias,  accom- 
panied by  achlorhydria  may  be  a harbinger  of 
the  development  of  esophageal  cancer.  Leuko- 
plakia of  the  esophagus  is  probably  an  occasion- 
al precursor  of  esophageal  cancer. 

The  success  of  surgeons  with  cancer  of  the 
esophagus,  in  many  ways,  has  been  disappoint- 
ing. Sweet  of  Boston  ( 1954 ) , who  is  one  of  the 
keenest  American  exponents  of  esophageal  sur- 
gery, has  published  results  which  suggest  that, 
the  operation  for  cancer  of  the  lower  third  of 
the  esophagus  can  be  accomplished  with  a rea- 
sonable operative  risk  and  is  accompanied  by  a 
five  year  survival  rate  of  17  per  cent.  For  cura- 
tive resections.  Sweet’s  5 year  survival  rate  was 
34  per  cent  for  cancer  of  the  distal  third  of  the 
esophagus.  Sweet,  however,  is  not  enthusiastic 
over  surgical  attacks  upon  cancer  of  the  upper 
two-thirds  of  the  esophagus.  Cancer  of  the  cer- 
vical esophagus  is  still  in  its  developmental 
stages.  No  surgeon  yet  has  a brilliant  record  to 
report  with  this  easily  accessible  cancer,  the  ex- 
cision of  which  creates  so  many  extremely  diffi- 
cult surgical  problems. 

It  is  strange  indeed  that  squamous  cell  cancers 
of  the  esophagus  are  rather  refractory  to  x-ray 
treatment,  especially  in  the  light  of  the  circum- 
stance that  squamous  cell  cancers  of  the  skin  as 
well  as  of  the  cervix  respond  well  to  this  mode 
of  management.  The  nature  of  the  difference  in 
response  is  difficult  to  discern. 

Some  American  surgeons,  (Humphreys  and 
Puestow)  have  expressed  keen  disappointment 
over  their  failure  to  achieve  five  year  cures  in 
their  own  clinics  in  patients  with  cancer  of  the 


esophagus.  Whereas  we  have  a number  of  five- 
year  cures  following  surgery  in  this  clinic,  the 
over-all  mortality  has  been  such  that  one  cannot 
be  enthusiastic  over  the  accomplishment.  It 
would  be  nice  indeed  if  cures  could  be  achieved 
by  roentgen  treatment  without  the  mortality  in- 
cident to  surgical  therapy.  Up  until  now,  how- 
ever, the  achievement  of  the  radiologist  with 
cancer  of  the  esophagus  has  not  been  promising. 

The  Operation  for  Cancer  of  the  Esophagus 

My  operation  for  cancer  of  the  esophagus  is 
conventionally  a combined  procedure;  a mid-line 
upper  abdominal  incision  with  a split  of  the 
sternum  into  the  fourth  interspace.  This  maneu- 
ver permits  easy  access  to  the  abdomen,  provid- 
ing an  opportunity  for  assessment  of  whether  or 
not  there  are  subdiaphragmatic  metastases. 

The  esophagus  itself  is  mobilized  by  an  in- 
cision in  the  third  interspace.  The  superficial 
portion  of  the  incision  extends  as  far  laterally  as 
the  latissimus  dorsi  mucle.  However,  the  inter- 
costal muscles  between  the  third  and  fourth  ribs 
are  divided  along  the  superior  surface  of  the 
fourth  rib  along  the  entire  length  of  the  rib  to 
the  transverse  process  of  the  spine.  The  3rd  and 
4th  rib  cartilages  are  divided  anteriorly,  and 
if  need  be  to  provide  exposure,  the  second  carti- 
lage is  similarly  divided.  The  insertion  of  a Bur- 
ford  rib  spreader  permits  ready  access  to  the 
upper  mediastinum.  Even  for  cancers  involving 
the  lower  portion  of  the  thoracic  esophagus,  over 
a period  of  many  years,  I have  made  it  routine 
practice  to  divide  the  vena  azygos  and  to 
begin  mobilization  of  the  thoracic  esophagus  at 
this  level.  The  merit  of  this  procedure  lies  in  the 
circumstance  that,  one  is  able  thereby  to  excise 
a goodly  segment  of  the  esophagus  proximal  to 
the  cancer  as  well  as  distal  to  it.  The  failure  of 
a number  of  American  surgeons  to  achieve  fi\e 
year  survivors  with  partial  esophagectomx’  is 
owing,  I believe,  to  the  circumstance  that,  the 
esophagus  is  divided  too  close,  on  the  proximal 
side,  to  the  cancer. 

The  criteria  of  a satisfactor>'  cancer  operation 
for  malignancy  of  the  esophagus  are: 

1.  Adecpiate  excision  of  the  esophagus  with 
sacrifice  of  normal  esophagus  proximally  as  well 
as  gastric  tissue  distal  to  the  lesion;  2.  an  ade- 
quate lymph  node  disseetion;  3.  a form  of  resti- 
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tution  of  anatomical  continuity  which  will  pro- 
vide satisfactory  function  and  will  not  be  accom- 
panied by  a large  mortality. 


Figure  I.  The  Mes  gastric  tube  for  replacement  of  the  thoracic 
esophagus,  following  its  excision  for  cancer.  The  lesser  curvature 
of  the  stomach  is  sacrificed.  A pyloroplasty  is  added  because  of 
the  concomitant  vagotomy  attending  excision  of  the  esophagus. 

More  and  more  throughout  the  world,  sur- 
geons affecting  an  attitude  of  interest  in  esopha- 
geal surgery  are  returning  to  the  Franz  Torek 
procedure  of  ridding  the  patient  of  his  cancer 
at  the  first  operation,  reserving  restoration  of 
continuity  to  such  a time  that  the  patient  can 
well  tolerate  the  procedure. 

The  exploration  described  above  does  not  pro- 
vide the  degree  of  visualization  of  the  esophagus 
which  can  be  obtained  by  the  more  conventional 
postero-lateral  approach.  It  has  the  advantage, 
however,  that  the  patient  lies  almost  supine  dur- 
ing the  greater  portion  of  the  procedure.  More- 
over, after  pulling  the  lung  forward,  it  is  not 
difficult  to  visualize  the  esophagus  behind  the 
lung  root.  Adequate  hemostasis  is  effected  by 
pre-placement  of  silver  clips  upon  the  intercostal 
arteries  before  they  are  divided.  In  this  dissec- 
tion too,  it  is  possible  to  visualize  the  lymph 
nodes  and  to  remove  them  with  the  esophagus. 

Restoration  of  Continuity 

The  question  of  restitution  of  continuity  is  to- 
day probably  the  most  difficult  problem  facing 
the  surgeon.  Many  like  myself  have  continued, 
even  with  many  misgivings,  to  employ  the  stom- 


ach for  the  purpose.  The  only  good  thing  to  be 
said  for  the  stomach,  on  this  score,  is  its  availa- 
bility. It  is  handy.  Attachment  of  the  stomach  to 
the  esophagus  invites  esophageal  erosion  and 
esophagitis.  In  fact,  severe  hemorrhage  and  even 
perforation  have  been  observed  following  eleva- 
tion of  the  stomach  for  the  purpose. 


Figure  2a.  X-ray  film  of  a high-lying  cancer  of  the  thoracic 
esophagus. 


Mes  (1948)  of  Capetown  described  a method 
of  mobilizing  a tube  from  the  greater  curvature 
of  the  stomach,  a method  which  this  writer  has 
used  with  advantage  in  some  cases.  However, 
too,  it  is  not  free  from  the  objections  raised  to 
use  of  the  whole  stomach.  Such  a Mes  tube  can 
be  implanted  either  behind  the  sternum  or  sub- 
cutaneously. In  the  latter  location,  it  is  not  as 
unsightly  as  placement  of  a segment  of  intact 
stomach  beneath  the  skin.  I have  had  a few 
successes  with  this  method.  In  Figure  1 is  to  be 
seen  a variant  of  the  Mes  technique  which  I 
have  used  for  cancers  of  the  mid  or  upper  thor- 
acic esophagus.  By  saving  the  distal  few  centi- 
meters of  the  esophagus  it  is  possible  to  effect 
the  anastomosis.  In  such  a manner  that  the 
esophagogastric  juncture  and  sphincter  are  re- 
tained, thereby  avoiding  the  threat  to  esopha- 
gitis occasioned  by  the  reflux  of  acid  peptic 
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juice,  when  a direct  esophago-gastric  anastomo- 
sis is  made. 

Because  of  the  problems  inherent  in  use  of 
the  stomach  as  a substitute  for  the  esophagus  a 
number  of  surgeons  have  elected  to  transplant 
the  colon  for  the  purpose  of  restoring  esophago- 
gastric continuity.  Petrov  (1959)  (of  Moscow) 
mobilizes  the  cecum  and  brings  it  or  the  ileum, 
granted  its  blood  supply  can  be  preserved,  to  the 
divided  upper  esophagus.  More  and  more,  how- 


Figure  2b.  The  situation  five  years  after  replacement  of  the 
esophagus  with  a Mes  tube  drawn  up  through  the  esophageal 
hiatus.  The  anastomosis  was  made  in  the  neck,  at  the  level  of 
the  cricoid  cartilage. 

Such  tubes  can  be  drawn  up,  as  here,  in  the  natural  position 
of  the  esophagus,  or  retrosternally,  or  even  subcutaneously.  Such 
a tube  placed  subcutaneously  does  not  leave  the  patient  with  a 
deformity  that  is  very  objectionable. 

ever,  surgeons  are  beginning  to  use  the  left  colon 
for  the  purpose,  bringing  the  sigmoid  colon  up 
in  an  antiperistaltic  fashion  pedicled  on  the  mid- 
colie artery.  The  marginal  vessels  along  the  me- 
senteric edge  of  the  bowel,  if  undamaged,  assure 
an  adequate  cireulation.  The  transverse  colon  is 
divided  proximally.  The  distal  segment  is  anas- 
tomosed to  the  stomach  and  colic  continuity  is 
re-established  by  anastomosing  the  divided  prox- 
imal segment  of  the  transverse  colon  to  the  distal 
segment  of  the  pelvic  colon.  Whereas  the  mag- 
nitude of  the  operation  is  greater,  than  migration 


of  the  stomach,  the  procedure  is  not  accompa- 
nied by  the  untoward  results  so  frequent  after 
anastomosis  of  the  stomach  to  the  esophagus. 

It  is  my  impression,  however,  that  however 
desirable  use  of  the  patient’s  own  tubular  tissues 
are  for  re-placement  of  the  esophagus,  the  very 
magnitude  of  the  undertaking  indicates  that  if  a 
simpler  method  were  available  it  would  be  good 
to  employ  it.  Over  a period  of  many  months,  my 
associates  and  I have  toyed  with  the  idea  of 
constituting  an  esophageal  tube  from  a plastic 
substance,  using  a tube  fashioned  from  dacron, 
marlex  or  teflon  into  the  interstices  of  which  the 
tissues  of  the  patient  would  grow.  In  the  experi- 
mental animal,  we  implanted  such  tubes  several 
weeks  before  their  attachment  to  the  stomach 
or  the  esophagus  was  effected.  Unfortunately, 
however,  the  porosity  of  these  tubes  is  such  that 
the  patient’s  own  tissues  which  have  grown  into 
the  interstices  of  the  plastic  tube  are  digested  by 
the  digestive  juices. 

More  recently,  we  have  employed  a teflon 
tube  with  a large  bore  which  is  non-porous 
throughout  the  greater  portion  of  its  length. 
There  is  a short  external  porous  over-lay  at  the 
distal  end  of  the  tube,  which  is  sutured  to  the 
gastric  wall  and  inverted  into  the  stomach.  Simi- 
larly there  is  also  a porous  in-lay  at  the  proxi- 
mal end  into  which  the  divided  proximal  esopha- 
gus is  inserted.  Both  proximal  and  distal  ends 
of  the  non-porous  tube  have  a dacron  apron 
which  is  used  to  cover  the  anastomosis.  Whereas 
the  method  has  yet  not  been  employed  in  man, 
the  utility  of  the  method  appears  to  have  been 
demonstrated  in  the  laboratory  in  experiments 
upon  dogs. 

CANCER  OF  THE  STOMACH 

In  cancer  of  the  rectum  and  the  colon  the  fre- 
quent precursor  is  very  likely  an  adenomatous 
polyp.  In  the  stomach,  on  the  contrary,  the  poh  p 
is  an  anteeedent  of  gastric  cancer.  For  most  can- 
cers of  the  stomach  we  do  not  know  what  the 
antecedent  is.  In  our  cancer  detection  center  we 
have  employed  the  presence  of  achlorhydria  to 
histamine  as  a screening  test  for  gastric  cancer 
since  the  beginnings  of  this  activity  at  the  Uni- 
veristy  of  Minnesota  14  years  ago.  Whereas  we 
have  not  much  to  record  on  the  score  of  finding 
early  gastric  cancer,  the  plan  has  been  success- 
ful in  uncovering  a large  number  of  patients 
harboring  silent  gastric  polyps.  As  Brunu  and 
Pearl  ( 1926)  pointed  out  such  polyps  occur  only 
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Figure  3.  Author’s  operation  for  cancer  of  the  upper  thoracic 
esophagus  with  preservation  of  the  esophagogastric  juncture,  to 
preclude  reflux  of  gastric  juice. 

The  operation  is  divided  into  stages.  In  the  first  operation,  the 
thoracic  esophagus  is  excised,  save  for  preservation  of  a short 
segment  in  juxtaposition  to  the  stomach.  Before  the  continuity  is 
effected  in  the  second  delayed  operation,  the  esophagostomy  is 
brought  out  beneath  the  costal  margin;  experience  has  shown  it 
to  be  an  effective  deterrent  to  leakage  of  gastric  juice. 


in  achlorhydric  stomachs.  Patients  observed  to 
have  aehlorhydria  are  subjected  to  follow-up 
studies  with  x-rays  and  gastroscopie  examina- 
tions. Lyle  Hay  of  this  clinic  has  previously  re- 
ported the  experience  of  this  elinie  with  gastric 
adenomatous  polyps.  (5,6).  They  are  slow  but 
definite  precursors  of  gastric  cancer.  We  do  not 
excise  the  stomach  willy-nilly  when  a polyp  is 
deteeted,  but  continue  to  wateh  the  patient  at 
yearly  intervals.  When  the  polyp  begins  to  in- 
crease in  size,  operation  is  advised,  as  it  always 
is  for  large  gastric  polyps.  In  this  way,  many  pa- 
tients have  been  permitted  to  retain  their  stom- 
achs for  many  years,  before  ultimately  saerificing 
a goodly  segment  of  it  in  an  attempt  to  thwart 
the  occurrence  of  cancer. 


The  Importance  of  Achlorhydria 

My  humble  role  as  a gastric  consultant  has 
usually  been  to  ask  the  patient  “Has  your 
stomaeh  been  pumped?”  It  is  extraordinary  how^ 
many  times  the  patient  will  have  undergone 
numerous  x-ray  examinations,  been  gastroscoped 
a number  of  times,  without  having  had  his 
stomach  pumped.  Let  me  tell  you  of  such  an 
instance.  A jurist  of  50  years  in  my  area  had 


epigastric  pain  for  which  he  consulted  his  phy- 
sicians who  took  him  to  a roentgenologist  who 
told  him  he  had  a duodenal  ulcer.  When  his 
pain  was  unrelieved  by  the  administration  of 
alkalies  and  a Sippy  diet,  our  patient  asked 
for  additional  consultation.  His  physician  took 
him  to  an  internist  who  told  him  he  had  coro- 
nary disease  on  the  basis  of  electrocardiographic 
findings.  When  neither  nitroglycerin  nor  soda, 
each  of  which  the  patient  carried  in  opposite  vest 
pockets,  did  him  no  good,  he  asked  for  addi- 
tional consultation.  That  is  how  I got  into  the 
picture.  My  question  was:  “Has  your  stomach 
been  pumped?”  the  answer,  “NO.”  He  was  found 
to  be  achlorhydric  to  histamine.  Our  roentgeno- 
logist, Dr.  Leo  Rigler,  one  of  the  best  in  the 
game,  examined  our  patient  with  care,  but  with 
negative  findings.  I then  told  Dr.  Rigler  that 
the  patient  was  achlorhydrie.  Dr.  Rigler  re- 
studied the  patient  again  with  no  findings.  Re- 
eause  of  pain  and  achlorhydria  I asked  Dr. 
Ragnar  Ylvisaker  to  have  a look.  On  gastroscopie 
examination  he  described  a palm-sized  lesion 
occupying  the  entire  mid-segment  of  the  stomach. 
At  my  request.  Dr.  Rigler  did  a third  examina- 
tion, and  believed  he  eould  see  something  on 
the  lesser  eurvature  in  the  patient’s  gastric  films. 
It  is  not  often  one  gets  a second  let  alone  a 
third  ehance  in  this  life.  At  operation,  nothing 
abnormal  in  the  stomach  could  be  seen  nor  felt, 
but  mindful  of  the  gastroscopist’s  report,  I did 
a 95  per  cent  distal  gastrectomy.  This  patient  is 
ease  No.  14  in  the  American  Cancer  Society 
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Figure  3b.  The  situation  after  restoration  of  continuity. 
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Monograph  Series.  (12)  This  man  is  alive  and 
well  today,  more  than  12  years  later.  He  owes 
his  life  to  the  diagnostic  help  the  achlorhydria 
afforded  in  pursuing  the  nature  and  cause  of 
his  pain.  Incidentally,  his  coronary  disease  dis- 
appeared with  the  cancer.  While  some  internists 
continue  to  debate  whether  it  is  worthwhile  to 
do  gastric  expressions,  my  suggestion  to  you  is 
that  while  our  metaphysical  friends  engage  in 
these  unrewarding  discussions,  you  and  I go 
ahead  and  ascertain  whether  or  no  the  pa- 
tient’s stomach  is  capable  of  secreting  HCl  under 
the  influence  of  a stimulus  such  as  histamine. 
Unfortunately,  not  all  patients  with  gastric  cancer 
are  achlorhydric.  In  our  experience  approxi- 
mately 80  per  cent  are. 

This  discussion  should  in  no  wise  be  inter- 
preted as  disparagement  of  x-rays  in  the  recog- 
nition of  gastric  cancer.  Roentgenology  is  still 
the  most  useful  of  all  techniques  in  recogniz- 
ing gastric  cancer,  but  roentgen  diagnosis  of 
gastric  cancer,  obviously,  has  its  limitations. 
And  it  is  important  to  be  alert  to  the  shortcom- 
ings of  diagnostic  methods.  We  need  to  search 
for  other  methods  which  will  complement  the 
ability  of  roentgen  techniques. 

Use  of  in  Cancer  Detection 

When  George  Moore,  the  Director  of  the 
Roswell  Park  Memorial  — and  may  I say  he  has 
breathed  the  spirit  of  life  into  that  institution 
almost  single-handedly  over  the  period  of  eight 
years  he  has  been  there  — when  he  was  one  of 
my  surgical  interns  in  1947  he  described  the 
special  affinity  between  fluorescein  and  brain 
tumors.  After  this  striking  success,  he  and  a 
succession  of  other  Surgical  Fellows  at  our  in- 
stitution continued  the  search  for  other  similar 
affinities  but  failed  to  find  any.  Professor  Komei 
Nakayama  of  Chiba  City,  Japan,  visited  us  in 
September,  1955,  and  told  us  of  his  observations 
with  a Geiger  counter  using  radioactive  phos- 
phorus in  the  detection  of  esophageal  and  gastric- 
cancer.  Employing  Nakayama’s  methods,  Shahon, 
of  our  clinic,  failed  to  find  it  of  any  real  help 
to  us  in  the  recognition  of  cancers  at  these 
sites.  Shahon  continued  his  observations  admin- 
istering 500  microcuries  of  phosphorus  (P^'^)  in- 
travenously to  patients  with  known  cancer  in 
the  alimentary  tract.  In  order  to  permit  delayed 
histological  examination  of  the  excised  specimen 
he  covered  it  with  Saran  wrap  and  put  in  in 
the  icebox,  placing  the  preparation  in  direct  con- 


tact with  an  x-ray  film.  Shahon  found  that  after 
six  hours  exposure,  the  cancer  could  be  identi- 
fied as  a darkened  area  on  the  x-ray  film.  It 
was  obvious,  therefore,  that  if  a method  could 
be  evolved  of  exposing  the  intact  stomach  to  a 
film  for  a period  of  hours,  we  probably  could 
re-duplicate  in  vivo  what  was  obviously  a very 
helpful  technique  in  vitro.  At  the  time,  we  were 
working  with  gastric  balloons  and  local  gastric 
cooling  for  massive  gastric  hemorrhage.  It  was 
natural,  therefore,  to  identify  a gastric  balloon 
with  the  requirements  of  the  situation  and  thus 
the  technique  I shall  now  describe  in  the 
recognition  of  gastric  cancer  was  born. 

The  patient  is  taken  to  a dark  room  where 
he  swallows  the  balloon  (condom)  which  has 
been  coated  with  a photosensitive  emulsion,  de- 
veloped by  Eastman  Kodak  Company.  The  pa- 
tient is  given  intravenously  500  microcuries  of 
P’^  24  hours  before  he  swallows  the  balloon. 
The  patient  returns  to  the  ward  and  comes  back 
to  the  dark  room  six  hours  later  for  extubation. 


Figure  4.  Preoperative  radioautograph  of  a gastric  cancer.  The 
patient  had  been  injected  with  500  inicrocuries  of  P32.  The 
black  area  indicates  the  site  of  the  cancer,  which  was  verified 
by  operation. 

A developing  solution  is  poured  into  the  balloon. 
The  result  can  be  read  almost  immediately.  A 
dark  area  on  the  balloon  suggests  the  presence 
of  a cancer.  Whereas  George  Moore  dealt  with 
disparity  differences  of  8000  per  cent  (greater 
uptake  of  fluorescein  b\^  brain  tumors  as  con- 
trasted with  the  contiguous  uonual  tissue),  the 
differences  in  absorption  of  1’'‘‘  by  eanct'r  and 
the  adjacent  normal  tissue  on  tlu'  contrary  is 
slight,  being  only  of  the  ordc'r  ol  50  to  100  pc-r 
cent  grciiter  by  the  canef-r.  llowc'Nt'r,  amplili- 
cation  ol  this  small  dithMC'nec'  In  tlu'  r'U'nu'ut  ot 
time  over  a period  ol  six  hours  makc-s  an  im- 
portant dilierenef'.  M\’  collc'agm's,  Drs.  Norinam 
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Ackerman  and  Arthur  McFee,  and  I are  in- 
elined  to  believe  that  this  method  will  become 
a valuable  complement  to  other  methods  in  the 
recognition  of  gastric  cancer.  Unlike  the  x-rays, 
its  worth  is  contingent  solely  on  the  slightly 
greater  affinity  of  the  eancer  for  phosphorus  as 
contrasted  with  the  normal  contiguous  tissues. 
Rarely  do  roentgenologists  recognize  mucosal 
gastric  cancer.  Usually  it  is  only  when  the  cancer 
invades  the  gastric  wall  and  interrupts  normal 
gastric  peristalsis  that  the  roentgenologist  is 
able  to  make  the  diagnosis. 

A few  benign  gastric  ulcers  have  been  er- 
roneously identified  as  gastric  cancer  by  this 
technique  which  is  not  a serious  error.  A more 
disturbing  occurrence  is  that  two  gastric  cancers 
were  not  recognized  by  the  method.  Yet,  the 
method  would  appear  to  have  an  index  of  ac- 
euracy  in  the  identification  of  gastric  cancer  at 
least  comparable  to  that  of  roentgenography  in 
expert  and  experienced  hands. 

Currently  we  are  exploring  use  of  in  the 
detection  of  tumors  of  the  breast  (6a).  The  meth- 
od in  established  clinical  cases  of  breast  cancer 
apparently  is  working  out  as  well  as  it  has  in 
the  stomach.  We  are  proposing  presently  to 
begin  screening  patients  for  breast  cancer  by  this 
method  in  our  Cancer  Detection  Center. 

It  should  be  possible,  of  course,  to  do  multiple 
organ  screening  simultaneously.  We  are  hopeful, 
in  addition  to  the  stomach,  in  females  we  may 
be  able  to  do  the  breast  and  cervix  too.  Molds 
are  being  developed  for  these  various  anatomical 
sites.  We  are  working  too  with  a long  sausage- 
like condom  casing  in  the  colon,  hopeful  that 
the  method  may  be  useful  there  as  in  the 
stomach,  though  obviously  the  technique  of  get- 
ting the  colon  balloon  down  to  its  ultimately 
desired  location  may  always  be  a bit  of  a prob- 
lem. Employing  protoscopie  techniques,  we  are 
currently  exploring  the  promise  of  the  method 
in  areas  of  the  colon  beyond  the  reach  of  the 
sigmoidoscope. 

Treatment  of  Gastric  Cancer 

The  only  treatment  of  gastric  cancer  is  sur- 
gical removal.  A ventrical  upper  mid  line  in- 
cision with  an  added  extra  pleural  split  into  the 
fourth  intercostal  space,  together  with  cutting 
diaphragmatic  mid  line  fibres  down  to  the  ser- 
ous pericardium  provides  excellent  exposure. 


With  the  sternal  costal  arch  divided  and  the 
fibrous  pericardium  slit,  the  last  restraint  to 
traetion  is  gone.  ( 12 ) This  maneuver  simplifies 
considerably  the  task  of  the  person  holding  the 
retractor. 

For  large  cancers  along  the  lesser  curvature 
of  the  stomach  it  is  wise  to  do  total  gastrectomy, 
lest  residual  cancer  be  left  at  the  site  of  section 
at  the  esophagogastric  juncture.  Total  gastrec- 
tomy does  not  make  digestive  cripples,  as  some 
have  insisted. 

If  surgeons  making  gastric  reservoirs  would 
devote  the  same  energy  in  impressing  upon  the 
patient  the  necessity  of  eating,  he  might  find  far 
less  indication  for  making  gastric  reservoirs. 
While  the  patient  is  still  in  the  hospital  my 
associates  and  I urge  frequently  upon  the  pa- 
tient the  importance  of  this  instruction  relating 
to  food  ingestion.  Following  operation  patients 
with  total  gastrectomy  are  seen  regularly  in  the 
Out-Patient  Clinic,  at  two  or  three  week  inter- 
vals. The  patient  is  urged  to  drink  milk  as  a 
source  of  protein.  If  the  patient’s  weight  de- 
clines and  edema  comes  into  evidence,  he  is 
warned  that  he  will  be  hospitalized  in  a couple 
of  weeks  if  the  record  does  not  look  better  on 
the  next  visit.  If  the  patient  returns  with  ankle 
edema,  he  is  admitted  to  hospital,  a No.  18  large 
red  rubber,  four-hole  duodenal  tube  is  inserted 
into  the  nose  through  which  whole  milk  is 
dripped  constantly  day  and  night.  Three  to  four 
quarts  of  milk  are  given  daily  by  this  method. 
After  about  four  days,  or  even  less,  the  patient 
invariably  says  “Uncle”  and  from  then  on  there 
is  no  further  trouble  with  eating.  This  is  my 
substitute  for  a man  made  gastric  reservoir  and 
the  method  has  worked  extremely  well  over  a 
period  of  more  than  a dozen  years.  In  other 
words,  the  patient  has  made  the  very  important 
transition  from  rejection  to  acceptance. 

My  colleagues  and  I thought  we  were  doing 
a reasonably  radical  operation  for  gastric  cancer 
until  the  studies  of  Arhelger  in  my  clinic,  on 
second-look  residuals,  showed  very  definitely 
that  residual  cancer,  not  infrequently,  was  left 
by  the  surgeon  in  the  primary  operation  in 
lymph  nodes  along  the  hepatic  pedicle  going  to 
the  liver  and  behind  the  first  and  second  portion 
of  the  duodenum.  Since  Arhelger ’s  ( 2,3 ) studies, 
we  have  added  dissection  of  these  areas  as  a 
regular  component  of  the  primary  operation. 
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The  two  components  of  a satisfactory  cancer 
operation  are:  1.  adequate  excision  of  the  organ 
involved,  2.  satisfactory  lymph  node  removal. 
For  a large  number  of  gastric  cancers,  an  ex- 
tensive subtotal  excision,  accompanied  by  an 
adequate  lymph  node  dissection,  suffices.  In  per- 
forming total  gastrectomy,  I have  reverted  to 
the  technique  of  anastomosing  esophagus  and 
jejunum  which  I described  more  than  a decade 
ago  (1949). (10)  The  placement  of  the  sutures 
beginning  at  the  mesenteric  border  affords  the 
surgeon  the  opportunity  to  make  a secure  pos- 
terior buttress,  which  provides  protection 
against  leakage.  A generous  enteroanastomosis 
is  added  also.  Obviously,  a Roux  Y anastomosis 
would  protect  even  better  against  retrojection  of 
bile  into  the  esophagus.  However,  the  procedure 
described  herein  can  be  done  at  an  operative 
risk  about  the  same  as  that  of  subtotal  excision, 
(less  than  five  per  cent)  whereas  the  Roux  Y 
operation  in  my  hands  commanded  a 10  per 
cent  mortality.  The  way  to  have  a reasonably 
good  record  of  ultimate  survivors  is  to  have  as 
many  survivors  from  an  adequate  operation  as 
possible. 

In  our  clinic,  since  1936,  there  have  been 
188  patients  who  have  survived  five  years  or 
more.  A large  number  of  these  have  lived  ten 
years  and  several  15,  and  a few  even  20  years. 
This  record,  to  be  certain,  is  a very  modest  one, 
but  there  is  no  room  for  therapeutic  Nihilism 
in  gastric  cancer. 

CANCER  OF  THE  COLON 

Approximately  75  per  cent  of  cancers  of  the 
large  bowel  ( colon  and  rectum ) are  within 
reach  of  a 25  cm.  sigmiodscope.  The  shortcoming 
of  the  endoscopic  procedures  in  the  large  bowel 
is  distance  — inability  to  visualize  the  more 
proximal  reaches  of  the  colon. 

Near  Total  or  Total  Colectomy  for  Colic  Cancer 

For  a number  of  years  I have  championed 
total  or  near  total  colectomy  as  the  primary 
operation  for  all  colic  cancers  distal  to  the 
hepatic  flexure.  (11)  It  is  surprising  how  often 
an  unexpected  cancer  is  found  in  the  excised 
colon  in  an  area  which  is  not  reached  by  the 
conventional  segmental  colectomy.  Moreover, 
eventuate  in  cancer,  are  encountered  frequently 
when  near  or  total  colectomy  is  done  for  colic 
cancer. 

For  cancer  of  the  colon  proximal  to  the  hepatic 


flexure,  in  which  instances,  excision  of  terminal 
silent  adenomatous  polyps,  which  probably 
ileum  is  necessary  to  catch  the  lymphatic  drain- 


Figure 5.  The  extent  of  the  lymph  node  dissection  in  gastric 
cancer.  In  this  picture,  total  gastrectomy  is  depicted  with  res- 
toration of  continuity  by  a Roux  Y anastomosis.  In  recent  years, 
this  writer  has  returned  to  end-to-side  esophagojejunostomy,  de- 
scribed previously  (1949),  because  of  the  lesser  operative  risk 
attending  performance  of  the  procedure.  A generous  entero- 
anastomosis is  also  provided. 

The  Roux  Y technique  of  anastomosis  does  afford  com- 
plete protection  against  reflux.  If  the  esophagojejunostomy  is 
followed  by  bothersome  esophagitis,  at  a subsequent  second-look 
procedure,  the  afferent  jejunal  loop  is  divided,  thus  gaining  the 
protection  against  regurgitant  esophagitis  provided  by  the  Roux 
Y procedure. 

age  area  in  the  operation,  excision  of  all  the 
distal  colon  would  deprive  the  patient  of  his 
colic  reservoir  which  consideration  is  unim- 
portant in  the  patient  who  retains  his  ileum. 

The  technique  of  anastomosis  employed  in 
this  clinic  for  a quarter  of  a century  has  been 
and  continues  to  be  a closed  operation.  We  con- 
veniently give  no  antibiotics  prior  to  operation 
— only  cleansing  enemas.  Refore  the  anterior 
row  of  sutures  is  tied,  the  posterior  ro\\-  is  in- 
jected from  within.  Frequently  a few  interrupted 
sutures  of  catgut  are  placed  in  the  posterior  row 
from  within,  to  provide  a secure  mucosal  closure 
posteriorly.  The  instruments  used  in  this  portion 
of  the  procedure  are  discarded  and  tlu-  surgc'ou 
dons  a new  pair  of  glo\  es. 

The  primary  operati\  e mortalit>’  lor  colectomy 
in  this  clinic  continues  to  be  lu'twccu  I and  5 
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per  cent.  For  Dukes  Group  A lesions,  the  5 
year  survival  has  been  in  the  area  of  80  per 
cent;  for  Dukes  B lesions  about  65  per  cent;  the 
Dukes  C lesions,  with  lymph  node  involvement 
the  5 year  survival  has  been  45  per  cent. 

The  Second  Look  Program 

It  was  the  large  disparity  in  accomplishment 
between  lymph  node  negative  and  positive  can- 
cers that  suggested  the  need  for  the  Second 
Look  Procedure.  ( 11 ) Obviously,  the  second-look 
program  makes  it  mandatory  to  tell  patients 
they  have  cancer.  I have  yet  to  surprise  a pa- 
tient by  telling  him  he  has  cancer.  He  knew 
it  before. 

The  areas  in  which  the  second-look  procedure 
has  demonstrated  its  worth  most  effectively  are: 
1.  cancer  of  the  colon;  2.  retroperitoneal  fibro- 
lipomyxoma  sarcomas,  currently  described  as 
rhabdomyoscarcomas;  3.  the  ovary. 

The  second-look  procedure  is  undertaken  con- 
veniently six  months  after  the  primary  opera- 
tion. The  patient  is  re-explored  at  similar  in- 
tervals until  either  the  cancer  gets  out  of  hand 
or  the  patient  becomes  cancer  negative.  Four 
colon  cancers  have  been  converted  through  this 
procedure  to  become  cancer  negative  and  survive 
for  long  periods  of  time  up  to  more  than  ten 
years.  Of  eight  retroperitoneal  fibrosarcomas, 
three  have  been  converted  through  use  of  the 
second-look  procedure.  These  are  enormous 
tumors  and  it  is  not  unusual,  I believe,  to  find 
on  second  entry  in  asymptomatic  patients  a few 
residuals  from  the  first  procedure. 

In  cancer  of  the  ovary  with  evidence  of  car- 
cinosis, four  out  of  22  patients  have  been  con- 
verted. This  is  an  area  for  use  of  the  procedure 
which  demands  wider  attention  and  approval. 

The  overall  salvage  rate  in  the  areas  in  which 
the  second-look  procedure  has  been  employed 
is  10  per  cent,  a small  accomplishment  to  be 
sure.  However,  this  concerns  patients  who  would 
have  succumbed  to  their  malignancy  without 
repetitive  surgical  intervention.  Is  this  small 
accomplishment  worthwhile?  Ask  anyone  who 
has  had  cancer  residuals  and  been  converted  to 
a cancer  free  state. 

Summary 

Over  the  past  three  decades,  slow  but  defi- 
nite progress  has  been  made  by  the  medical 
profession  in  its  fight  against  cancer.  The  hope 


of  the  future  lies  in  earlier  detection.  The  ulti- 
mate solution  of  the  cancer  problem  will  come 
only  when  the  nature  of  cancer  is  understood 
and  when  we  have  learned  to  prevent  it.  Long 
before  that  day,  however,  specific  organ  scrutiny 
tests  will  undoubtedly  have  been  found  for 
many  of  the  frequent  visceral  cancers.  In  fact, 
techniques  which  will  permit  recognition  of 
cancer  in  the  long  asymptomatic,  silent  interval, 
will  make  a tremendous  impact  upon  the  cancer 
problem.  That  day  is  now  probably  not  far  away. 

The  experience  of  this  clinic  with  cancer  of 
the  esophagus,  stomach  and  colon  has  been 
reviewed.  A technique  of  excision  of  the  upper 
thoracic  esophagus  with  preservation  of  the 
esophago-gastric  juncture,  employing  a Mes-type 
of  gastric  tube  has  been  described. 

The  second-look  procedure  has  been  found 
particularly  useful  in  the  colon,  and  for  large 
retroperitoneal  rhabdomyosarcomas  and  for  can- 
cer of  the  ovary.  An  overall  ten  per  cent  con- 
version rate  has  been  achived  in  these  otherwise 
hopeless  cancers  — a modest  accomplishment  to 
be  sure,  but  how  otherwise  could  those  patients 
have  been  cured  today?  Moreover,  even  when 
second-look  procedures  fail  to  effect  lasting  con- 
versions to  a cancer-free  state,  surprising  pro- 
longation of  life  is  often  achieved. 
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The  Pathology  of 
Ruptured  Ventricle 

Ian  Sfewart,  M.D. 


A rei^^  of  29  corpners  autopsies  shoiP^fupture  of  the  left  ventricle  not  only  ^ 
to  occuj^^n  areas  of  fresh  or  healed  myocardial  infarction  (17  cases),  hut  also 
in  faUy^  if^iltration)f0  the  heait  (7 '-poses),  arterial  hypertension  (3  cases),  aortic 
stenosidjfp^  case),  at^kvithbut  evident  cause  (1  case).  T" 

_ !St  ■:  v-T  ' = - v : 


THE  RECENT  articles  by  Crawford  and  Mor- 
ris (1960)  and  Mitchell  and  Parish  (1960)  were 
devoted  almost  exclusively  to  statistieal  details 
of  ruptures  of  the  ventricles  obtained  respective- 
ly in  London,  and  in  Oxford  and  Birmingham. 
Crawford  and  Morris,  under  the  heading  “Patho- 
logieal  Findings”  say,  “At  necropsy  pathological 
evidence  of  hypertension  was  very  commonly 
noted  and  a history  of  diabetes  frequently  men- 
tioned but  because  of  the  nature  of  these  deaths 
there  are  no  reliable  data  on  blood  pressure  and 
associated  eonditions  during  life  (likewise  retro- 
spective social  analysis  proved  impracticable).” 
After  quoting  the  sites  of  rupture  they  conclude, 
“Very  severe  coronary  atheroma  and  coronary 
occlusion  were  usually  reported.” 

Mitchel  and  Parish  open  their  article  with  the 
words,  “Rupture  of  the  heart  is  a dramatie  com- 
plieation  of  myocardial  infarction  ...”  and  this 
provides  the  keynote  of  their  analysis  of  the  46 
cardiae  ruptures  which  cccurred  in  the  Radcliffe 
Hospital,  Oxford  and  in  the  Queen  Elizabeth  and 
General  Hospitals,  Birmingham  from  1939  to 
1959.  It  is  natural  that  patients  who  suffer  a 
cardiac  infarct  and  survive  long  enough  to  be 
observed  closely  in  the  ward  and  hospital  mor- 
tuary should  provide  the  material  for  their  fig- 
ures. They  furnish  also  details  of  the  cases  of 
rupture  which  were  the  subject  of  a coroner’s 
enquiry  in  the  City  of  Birmingham  for  1951-60, 
215  in  all,  but  do  not  give  details  of  the  patho- 
logieal  findings  in  these  cases.  One  is  left  with 
the  impression  after  reading  both  papers  that 


ventricular  rupture  is  the  sequel  to  cardiae  in- 
farction and  to  no  other  condition. 

This  paper  gives  details  of  the  necropsy  find- 
ings in  29  cases  of  spontaneous  ventricular  rup- 
ture I have  examined  in  the  Craven  District  of 
Yorkshire  in  the  years  1953-60.  These  were  all 
eases  within  the  Coroner’s  purview.  None  of 
them  occurred  in  hospital  and  none  of  them  had 
been  in  medical  care.  As  will  be  seen  a variety 
of  eonditions,  sometimes  in  combination,  were 
responsible  for  the  disaster. 

A.  Fatty  infiltration  of  the  Heart  (7):  These 
were  cases  in  which  there  was  a great  excess  of 
epicardial  fat  which  was  accompanied  by  \ isible 
fatty  penetration  of  the  myocardium.  The  coro- 
nary arteries  were  normally  patent  with  opaque 
walls  showing  varying  amounts  of  fatty  change 
or  calcification.  No  sign  of  coronary  thrombosis 
was  found  and  there  was  an  absence  of  tlie  signs 
of  recent  infarction,  that  is  of  hyaline  pallor,  at 
the  site  of  rupture.  The  ages  of  the  persons  were 
as  follows: 

Man:  63 

M\)men:  66,  67,  68,  76,  78,  80. 

The  site  ol  rupture  in  li\  e women  was  in  each 
case  the  anterior  wall  ol  the  left  \’cnlricl('  just 
above  the  apc'x.  In  the  sixth  woman  the  rnptnrc' 
was  midwax’  along  the  Ic'lt  bordc'r  of  the  lu'art. 
In  the  man  the  site  ol  rnptnrc  could  not  be  dis- 
tinguished and  must  ha\  been  c'xtrcnu'b  small: 
the  laxcr  ol  lat  on  tlu'  antc’rior  snrlac't'  ol  the 
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heart  was  separated  from  the  musele  by  a V4  ineh 
thiekness  of  clot  and  the  pericardium  was  dis- 
tended by  blood  and  clot.  Six  of  them  showed 
no  fibrosis  of  the  myocardium.  In  one  of  the 
women  rupture  had  occurred  along  the  margin 
of  a fibrotic  patch. 

B.  Arterial  Hypertension  (3):  In  these  cases 
these  was  marked  ventricular  hypertrophy,  wide- 
ly patent  coronary  arteries  in  two  of  them  and 
only  a moderate  narrowing  of  the  left  vessel  in 
the  third.  There  were  no  signs  of  fibrosis  or  of 
infarction  or  of  excess  epicardial  fat. 

Ages:  Man:  72  (heart  weight  15  oz. ) 

Woman:  71  and  79  (Heart  weights 
IbVa  oz.  and  17Va  oz. ) 

The  ruptures  in  one  man  and  one  woman  were 
on  the  left  border  of  the  left  ventricle  and  in 
the  other  woman  in  the  lower  anterior  wall  of 
the  left  ventricle. 

C.  Myocardial  Fibrosis  with  coronary  obstruc- 
tion (2):  A woman  of  69  years  with  tortuous  cal- 
cified coronary  arteries  which  showed  obstruc- 
tion. The  posterior  wall  of  the  left  ventricle  in  an 
area  IV2  inches  in  diameter  was  thin  and  fibrotic 
and  rupture  had  occurred  in  its  centre.  The  man, 
82  years  old,  had  calcified  coronaries,  the  right 
being  moderately  narrowed  and  the  left  severely. 
There  was  a fibrotic  thickening  of  the  lower  half 
of  the  front  wall  of  the  ventricle  with  rupture 
through  its  centre.  There  was  no  evidence  of  a 
new  infarction  but  as  the  myocardium  was  large- 
ly absent  in  the  fibrotic  zones  it  would  be  most 
difficult  to  diagnose  or  deny. 

D.  Coronary  Thrombosis  with  fresh  infarction 
(4):  these  were  all  women.  The  coronary  arter- 
ies showed  varying  degrees  of  advanced  athero- 
ma. None  of  them  showed  ventricular  hypertro- 
phy, excess  epicardial  fat  or  previous  fibrosis. 

Their  ages  were:  69,  75,  76  and  84. 

In  two  the  thrombosis  was  in  the  right  coro- 
nary and  the  infarct  and  rupture  in  the  middle 
of  the  posterior  wall  of  the  left  ventricle.  In  the 
others  the  thrombosis  was  in  the  descending 
branch  of  the  left  vessel,  with  anterior  rupture 


just  above  the  apex  in  one  and  in  the  middle  of 
the  left  border  in  the  other. 

E.  Coronary  occlusion  with  infarction  (6): 
These  again  showed  no  ventricular  hypertrophy, 
excess  fat  or  previous  fibrosis.  The  left  coronary 
in  each  was  almost  closed  by  calcification  or  fat- 
ty change  and  there  were  varying  degrees  of 
obstruction  in  the  right  vessel.  No  thrombi  were 
found. 

Ages:  Men:  68,  73. 

Women:  72,  72,  74,  79. 

In  five  the  rupture  was  in  the  zone  above  the 
apex  on  the  anterior  wall  of  the  left  ventricle 
and  in  the  sixth  near  the  upper  end  of  the  left 
border.  In  one  woman  the  rupture  was  limited 
to  the  outer  half  of  the  myocardium  and  did  not 
penetrate  into  the  ventricle. 

F.  Myocardial  fibrosis  with  Coronary  Throm- 
bosis (2):  Both  were  women  with  thrombosis  in 
the  left  vessel.  In  each  the  lower  front  wall  of  the 
left  ventricle  was  almost  wholly  fibrotic  and  rup- 
ture had  occurred  through  the  centre  of  the  zone. 

Ages:  74  and  87. 

G.  Infarct  without  obstruction  (2):  Both  had 
large  fresh  infarcts  of  the  middle  of  the  posterior 
wall  of  the  left  ventricle  and  rupture  in  the  cen- 
tre of  these.  Both  coronary  vessels  were  patent 
in  each  case. 

Ages:  Man:  54  Woman:  73. 

H.  Rupture  without  evident  cause  (1):  A man 
of  78  in  whom  the  coronary  arteries  were  calci- 
fied and  only  slightly  narrowed.  There  was  no 
thrombus,  no  ventricular  fibrosis,  no  ventricular 
hypertrophy  and  no  excess  of  fat.  The  myocar- 
dium was  of  normal  appearance.  On  the  back  of 
the  left  ventricle  close  to  the  septum  was  a ver- 
tical split  one  inch  long. 

I.  Hypertension  until  infarction  (1):  A man  of 
71  in  whom  the  heart  weighed  20  oz.  The  right 
coronary  was  almost  blocked  by  a signet  ring 
fatty  patch  4 inches  from  its  origin.  A fresh  in- 
farct in  the  lower  half  of  the  septum  had  rup- 
tured into  the  right  ventricle.  This  case  is  un- 
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usual  in  that  the  man  died  abruptly.  As  Craw- 
ford and  Morris  have  pointed  out,  death  in  sep- 
tal rupture  is  usually  delayed. 

J.  Aortic  stenosis  (1):  A woman  of  84  with  a 
massively  calcified  bayonet  shaped  aortic  valve. 
The  coronary  vessels  were  widely  patent  and 
partly  calcified.  There  was  no  thrombosis  and 
no  visible  infarct.  There  was  a ragged  tear  in  the 
middle  of  the  back  of  the  left  ventricle. 

Discussion:  It  will  be  seen  from  this  list  that 
the  elements  which  singly  or  in  combination  en- 
ter into  the  causation  of  ventricular  rupture  are 
slow  coronary  occlusion,  abrupt  thrombosis,  ar- 
terial hypertension,  myocardial  fibrosis,  fatty  in- 
filtration and  myocardial  infarction.  Rupture 
may  even  occur  in  the  apparent  absence  of 
these  factors.  Crawford  and  Morris,  in  compar- 
ing hospital  cases  with  those  in  the  Coroners 


records  state  “how  unrepresentative  the  post 
mortem  material  of  teaching  hospitals,  the 
source  of  most  statements  on  morbid  anatomy, 
may  be.”  The  cases  produced  here  are  certainly 
different  from  the  hospital  cases  quoted  by 
Mitchell  and  Parish,  which  were  all  known  cases 
of  myocardial  infarction.  The  latter  authors  ob- 
serve that  the  sex  ratio  in  rupture  of  the  heart 
differs  from  that  in  myocardial  infarction  and 
quote  several  authorities  who  had  also  noted 
this.  This  discrepancy  seems  likely  to  be  due 
to  the  assumption  that  rupture  is  due  only  to 
infarction.  The  cases  described  here  suggest  that 
fatty  infiltration,  hypertension  and  other  factors 
have  not  been  given  the  consideration  they  de- 
serve. 
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ogy of  involved  tissue. 

OWEN  - HOSPITAL  ADMINISTRATION 
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Arizona  Workmen’s  Compensation  Law 

As  It  Applies  To  The 

Practice  Of  Medicine  And  Surgery 


Walter  V.  Edwards,  M.D. 


Dr.  Edword’s  paper  is  a very  helpful  presentation  and  acquaints  us  with  some 
of  the  history  of  the  Workmens  Cornpensation  Law  and  its  application  to  the 
practice  of  medicine  in  Arizona.  The  contents  of  this  paper  should  he  helpful  to 
all  practitioners  since  almost  all  doctors  are  called  upon  to  treat  industrial  acci- 
dents. A background  of  the  compensation  law  and  the  manner  in  which  it  oper- 
ates should  therefore  be  well  worth  reading  by  all  Arizona  practitioners.  An  oc- 
casional article  of  this  type  should  keep  us  abreast  of  the  Workmen’s  Compensa- 
tion Law  and  its  application  to  the  practice  of  medicine  and  surgery  in  Arizona. 


INTRODUCTION:  It  is  a distinct  privilege 
and  honor  to  be  permitted  to  appear  before  you, 
my  peers  in  the  field  of  orthopedics,  after  a 
somewhat  checkered  career  in  the  fields  of  medi- 
cine and  community  activity.  Several  months  on 
the  orthopedic  service  of  a station  hospital  dur- 
ing World  War  II  handling  sprained  ankles  and 
disposition  back  and  foot  problems  do  not  qual- 
ify me  to  discuss  orthopedic  problems  specifical- 
ly, nor  does  several  months  of  handling  battle 
casualties  make  me  an  expert  in  the  field  of 
trauma.  Nine  years  of  general  practice  in  a rural 
area  with  a professional  emphasis  placed  on 
obstetrics  do  not  make  my  appearance  before 
you  entirely  appropriate.  However,  during  the 
latter  years  of  general  practice,  one  term  spent 
as  a Representative  to  the  State  Legislature  from 
Yavapai  County  developed  in  me  an  interest  in 
the  law  and  in  its  application  to  our  personal 
and  professional  lives.  A subsequent  five  years 
spent  in  employment  at  the  Arizona  State  Hospi- 
tal dabbling  in  geriatrics  and  psychiatry  as  well 
as  general  medicine  and  surgery,  provided  op- 

Presented  at  the  meeting  of  the  Arizona  Chapter,  Western 
Orthopedic  Association,  Ho  Ho  Kain  Country  Club,  Coolidge, 
Arizona,  February  24,  1961. 


portunity  for  informal  training  in  emotional  dis- 
turbances and  in  administrative  procedures,  and 
under  the  guidance  of  Tiny  Tuveson,  I did  set 
a few  bones.  The  sequence  of  events  lead  to  my 
association  approximately  eight  months  ago  with 
your  colleague,  “Gentleman  Jim”  Moore. 

In  the  course  of  functioning  as  assistant  to  Dr. 
Moore  during  these  months  I have  been  privi- 
leged to  be  in  frequent  contact  with  many  of 
you  and  to  have  discussed,  both  formally  and 
informally,  a number  of  things  which  I wish  to 
discuss  with  you  this  evening.  The  idea  of  such 
discussion  was  brought  up  to  me  some  time  ago 
by  Tom  Taber  and  John  Ricker.  With  relative 
inexperience  in  the  number  of  fields  previously 
mentioned,  I do  not  come  before  you  with  any 
great  message  or  any  startling  observations. 
However,  through  the  months  I have  made  men- 
tal notes,  as  well  as  some  written,  of  a number 
of  problems  related  to  the  management  of  in- 
dustrial injuries  and  diseases,  both  from  a pro- 
fessional as  well  as  from  an  administrative  point 
of  view.  I trust  that  Dr.  Moore,  and  others 
among  you  who  have  had  more  experience  than 
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I will  be  patient  with  me  and  will  correct  me 
gently.  Criticisms,  questions  and  discussion  from 
the  floor  will  be  most  welcome,  as  time  permits, 
when  I conclude. 

HISTORY:  In  order  to  better  understand  the 
nature  of  the  problems  with  which  we  deal,  we 
must  be  aware  of  some  of  the  history  of  the 
Workmen’s  Compensation  Law.  Prior  to  the  rec- 
ognition of  the  statehood  of  Arizona,  the  injured 
workman,  in  the  event  of  incapacitating  injury 
occurring  in  the  course  of  or  as  a result  of  his 
employment,  had  no  recourse  against  his  em- 
ployer except  through  the  courts.  Before  the 
days  of  many  safety  features  in  the  mines,  seri- 
ous industrial  injuries  were  common  enough  and 
were  catastrophic  to  the  injured  workman.  An 
enlightened  constitutional  convention  wrote  into 
the  constitution  a provision  that  — “The  legisla- 
ture shall  enact  a workmen’s  compulsory  com- 
pensation law  applicable  to  workmen  engaged 
in  manual  or  mechanical  labor  in  such  employ- 
ments as  the  legislature  may  determine  to  be 
especially  dangerous,  by  which  compulsory  com- 
pensation shall  be  required  to  be  paid  to  any 
such  workman  by  his  employer,  if  in  the  course 
of  such  employment  personal  injury  to  any  such 
workman  from  any  accident  arising  out  of,  and 
in  the  course  of,  such  employment  is  caused  in 
whole,  or  in  part,  or  is  contributed  to,  by  un- 
necessary risk  or  danger  of  such  employment,  or 
a necessary  risk  or  danger  inherent  in  the  nature 
thereof,  or  by  failure  of  such  employer  or  any 
of  his  or  its  officers,  agents,  or  employee,  or  em- 
ployees, to  exercise  due  care,  or  to  comply  with 
any  law  affecting  such  employment;  provided 
that  it  shall  be  optional  with  said  employee  to 
settle  for  such  compensation,  or  to  retain  the 
right  to  sue  said  employer  as  provided  by  this 
constitution.”  The  wording  of  the  constitutional 
provision  and  subsequent  statutes  resulted  in  in- 
adequate protection  of  the  injured  workman  be- 
cause of  the  need  for  litigation  in  many  cases  to 
determine  the  employer’s  liability  and  the 
amount  of  compensation  for  the  injuries  sus- 
tained. 

In  1925  a constitutional  amendment  was 
passed  by  the  people  to  obtain  a release  of  the 
injured  workman  and  his  family  from  burden- 
some and  expensive  litigious  remedies  for  in- 
juries, death  and  the  uncertain  and  unecpial  com- 
pensation provided  under  the  old  law.  The  lat- 


ter constitutional  amendment,  however,  also  pro- 
vided that  percentages  and  amounts  of  compen- 
sation provided  should  never  be  reduced  nor  any 
occupation  eliminated  except  by  further  consti- 
tutional amendment.  Since  the  effective  date  of 
this  amendment  and  subsequent  statutes,  the  in- 
jured workman  has  been  much  better  protected. 
In  fact,  through  liberal  interpretation  of  the  law 
by  the  courts  a percentage  of  workmen  are  pam- 
pered and  are  castrated  of  motivation. 

THE  INDUSTRIAL  COMMISSION:  As  most 
of  you  are  aware,  the  Industrial  Commission  is 
composed  of  three  members  appointed  by  the 
Governor  with  the  advice  and  consent  of  the 
State  Senate.  Each  member  is  appointed  for  a 
six-year  term  with  the  expiration  of  terms  stag- 
gered every  two  years.  No  more  than  two  of  the 
three  members  shall  be  of  the  same  political 
party.  The  duties  of  the  Industrial  Commission 
are  many,  but  include  most  specifically  the  ad- 
ministration of  the  Workmen’s  Compensation 
Law,  the  underwriting  of  workmen’s  compensa- 
tion insurance,  the  classification  of  employment 
categories,  the  promotion  of  voluntary  arbitra- 
tion, mediation  and  correlation  of  disputes  be- 
tween employers  and  employees,  the  licensing 
and  supervision  of  the  work  of  private  employ- 
ment offices,  the  accumulation  and  collating  of 
statistical  information  regarding  employment, 
etc.  The  Commission  holds  a quasi-judicial  sta- 
tus, and  appeal  of  the  decisions  of  the  Commis- 
sion are  made  directly  to  the  State  Supreme 
Court. 

THE  INDUSTRIAL  COMMISSION  AND 
THE  DOCTORS:  As  citizens  and  residents  of 
the  State  of  Arizona  and,  as  doctors  of  medicine 
and  surgery  licensed  under  the  laws  of  the  state, 
we  are  obligated  to  uphold  the  pro\  isions  of  the 
Workmen’s  Compensation  Law.  As  so  licensed, 
we  are  authorized  to  provide  care  for  the  in- 
dustrially sick  and  injured.  In  so  doing,  lu)\\  cvcr, 
we  are  also  obligated  to  function  in  accordance 
with  the  rides  and  regulations  of  the  Industrial 
Commission.  This  is  no  thesis  for  the  socializa- 
tion of  medical  practice,  but  to  be  u'alistic  we 
must  recognize  the  entr\'  ol  a third  part  into  the 
patient-doctor  relationship  in  our  haudliug  of 
industrial  patients.  .\s  a matter  ol  policy,  tiu'  In- 
dustrial Commission  has,  howe\('r,  doin'  all  in  its 
power  to  maintain  tIu'  patient-doctor  ri'Iat ion- 
ship  and  at  tlu'  same  time'  to  pro\  idi'  tlu'  iujure'd 
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workman  with  the  quality  and  quantity  of  care 
to  which  he  is  entitled  under  the  law  as  it  is 
written.  We  may  have  our  dissatisfactions  with 
many  real  or  imagined  problems  in  the  area  of 
industrial  medicine.  However,  as  you  are  fully 
aware  the  Industrial  Commission  has  worked 
closely  with  the  medical  profession  through  the 
Industrial  Relations  Committee  of  the  State  Med- 
ical Association  and  has  used  the  same  body  as 
a Medical  Advisory  Board  which,  to  the  Com- 
mission, is  the  medical  supreme  court  within 
the  state.  Through  the  Industrial  Relations  Com- 
mittee many  problems  have  been  at  least  par- 
tially solved,  such  as  the  Medical  and  Surgical 
Fee  Schedule  and  the  Rules  and  Regulations  ap- 
plicable to  doctors  handling  industrial  problems. 

PROFESSIONAL  RESPONSIBILITY  TO 
THE  INJURED  WORKMEN;  Among  a number 
of  things  the  law  requires  that  the  physician 
who  sees  a patient  with  an  injury  or  an  illness 
which,  in  the  opinion  of  either  the  injured  work- 
man or  the  doctor,  may  reasonably  be  related  to 
his  employment,  shall  assist  the  workman  in 
filling  out  and  filing  the  proper  forms.  The  filing 
of  such  forms,  however,  does  not  necessarily 
qualify  the  case  for  benefits  under  the  Work- 
men’s Compensation  Law.  When  the  doctor’s  re- 
port of  injury,  the  employee’s  report,  and  the 
employer’s  report  have  been  received  by  the  In- 
dustrial Commission,  the  case  may  then  be  le- 
gally accepted  as  an  industrial  responsibility  by 
the  Commission  under  the  law  on  the  basis  of 
the  information  provided.  In  the  majority  of 
cases  where  an  individual  receives  a laceration 
or  a fracture  in  an  accident  incurred  while  work- 
ing, there  is  little  question  as  to  the  industrial 
responsibility  in  the  case.  However,  when  a pa- 
tient claims  an  injury  and  delays  a week  or  a 
month  before  reporting  to  a physician  with  a 
problem  which  may  be  as  much  due  to  arthritis, 
for  example,  as  to  an  alleged  injury,  the  indus- 
trial responsibility  is  open  to  question.  The  state- 
ment of  the  physician  that,  in  his  opinion,  the 
problem  is  related  to  the  injury  alone  is  not 
enough.  In  filing  his  report  the  doctor  should 
state  specifically,  rather  than  imply,  the  rela- 
tionship of  the  patient’s  problem  at  the  time  he 
is  seen  to  the  alleged  injury.  Without  such  analy- 
sis the  Commission  is  not  in  a position  to  accept 
the  case.  The  forms  are,  of  course,  filed  with 
the  Claims  Department  and  if  they  are  in  doubt 
as  to  the  relationship,  the  file  is  usually  referred 


to  the  Medical  Advisor  for  review.  If  the  rela- 
tionship is  not  clear  to  the  Medical  Advisor, 
with  the  statements  at  hand,  further  information 
from  the  attending  physician  is  sought  until  the 
relationship  is  more  clear.  If  the  attending  phy- 
sician continues  to  report  only  an  opinion,  in 
order  to  clarify  the  situation  from  a medical-le- 
gal point  of  view,  the  Commission  is  then  in  a 
position  to  ask  for  a group  consultation  usually 
using  the  attending  physician,  appropriate  spe- 
cialists and  the  Medical  Advisor.  The  need  for 
such  consultations,  however,  can  be  obviated  al- 
most completely  by  an  adequate  history-taking, 
clinical  study  and  reporting  by  the  attending 
physician. 

Because  of  the  almost  necessary  bureaucratic 
delay  in  the  acceptance  of  cases  after  the  initial 
reports  are  filed,  or  beforehand,  if  the  case  is 
truly  an  emergency,  the  physician  then  fulfills 
his  strictly  professional  obligation  to  the  patient 
in  providing  all  care  required  by  the  patient’s 
condition,  but  with  the  patient’s  account  carried 
on  a private  basis  until  such  time  as  the  problem 
has  been  administratively  accepted. 

From  a professional  point  of  view  progress 
notes  are  a necessity,  but  such  progress  notes,  in 
detail,  are  doubly  important  in  the  handling  of 
industrial  problems.  A statement  by  the  attend- 
ing surgeon  to  the  effect  that  the  patient  is  im- 
proving means  relatively  little  to  either  the 
Claims  Department  or  to  the  Medical  Advisor 
when  the  report  does  not  specify  as  to  how  the 
patient  is  improving.  Inadequate  progress  re- 
ports do  not  provide  a basis  for  approval  of  fur- 
ther physiotherapy  or  injections  which,  in  the 
opinion  of  the  attending  surgeon,  may  be  indi- 
cated. The  need  for  such  red  tape  is  developed 
by  a small  minority  of  physicians  who,  albeit, 
with  good  intentions  abuse  the  Workmen’s  Com- 
pensation fund  with  charges  for  overtreatment. 

It  is  inapropriate  to  discuss  with  those  of  you 
here  the  wisdom  of  consultation  in  problems 
which  are,  in  whole  or  in  part,  within  the  realm 
of  other  specialties.  In  such  cases  there  may 
again  be  delay  in  administrative  authorization 
for  the  consultation  but  with  adequate  documen- 
tation as  to  the  reasons  for  requesting  such  au- 
thorization may  be  made  retroactively  and  the 
patient  need  not  lack  for  care.  In  many  cases 
expediting  of  authorization  may  be  affected 
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through  personal  contact  or  contact  by  ’phone 
or  letter  with  the  Medical  Advisor. 

PERMANENT  DISABILITIES:  Permanent 
disability  rating  is  the  bug-a-boo  of  the  Indus- 
trial Commission  and  of  industrial  medicine  and 
military  medicine  and  surgery.  As  you  are  all 
aware,  however,  certain  permanent  partial  and 
permanent  total  disabilities  are  recognized  by 
law  and  awards  on  the  basis  of  these  disabilities 
are  specifically  spelled  out.  The  unilateral  losses 
by  amputation  are  scheduled  and  the  injured 
workman  is  compensated  at  55%  of  his  estab- 
lished wage  rate  over  a specific  number  of 
months.  When  the  attending  physician  or  con- 
sultants have  determined  the  extent  of  perma- 
nent partial  functional  loss  of  one  extremity, 
again  the  Commission  has  a relatively  simple  job 
of  making  an  award  on  the  basis  of  50%  of  the 
established  wage  rate,  again  for  a specific  num- 
ber of  months.  Of  course,  in  many  cases  the  ex- 
tent of  permanent  partial  functional  loss  is  only 
rather  crudely  estimated  by  those  of  us  dealing 
with  these  problems. 

However,  as  you  know,  our  greatest  problems 
arise  from  the  unscheduled,  or  general  physical 
disabilities,  which  result  from  combined  perma- 
nent partial  disabilities  of  two  or  more  extremi- 
ties, an  extremity  and  an  eye,  the  common  spinal 
injuries,  coronary  occlusion,  and  brain  trauma, 
etc.  Some  of  our  problems  in  this  regard  might 
be  solved  if  we  were  able  to  use  the  guides  to  the 
evaluation  of  permanent  impairment  published 
by  the  A.M.A.  Committee  on  Medical  Rating  of 
Physical  Impairment.  However,  these  guides 
have  no  practical  value  under  the  laws  of  Ari- 
zona, nor  after  the  precedents  established  over 
35  years  of  functioning  under  this  law.  Estimates 
of  general  physical  disability  by  attending  sur- 
geons and  consultants,  however,  do  not  much 
influence  the  actual  financial  remuneration  for 
permanent  disability  awarded  the  injured  work- 
man. The  estimate  of  general  physical  disability 
is  recorded  for  comparison  with  future  estimates, 
and  the  compensation  for  general  physical  dis- 
ability is  determined  after  the  patient’s  condi- 
tion has  become  stationary,  or  relatively  so,  and 
is  based  on  65%  of  the  difference  between  his 
average  monthly  wages  before  the  accident  and 
the  amount  which  represents  his  reduced  month- 
ly earning  capaicty  resulting  from  the  disability 
attributable  to  the  industrial  injury.  The  earning 


capacity  of  the  workman  is  determined  over  a 
specified  period  of  time  proir  to  the  injury  and 
over  a similar  specified  period  of  time  after  the 
condition  has  become  stationary.  As  you  are 
aware,  this  provides  the  injured  workman  with 
little  motivation  to  return  to  gainful  employ- 
ment, or  with  specific  motivation  to  return  to 
gainful  employment  at  a substantially  reduced 
wage.  When  an  award  has  been  made  on  the 
basis  of  the  determined  loss  of  earning  power, 
and  the  patient  is  then  receiving  monthly  com- 
pensation checks,  he  may  then  find  himself  able 
to  return  to  his  former  occupation  at  a similar 
wage  level  with  no  objective  evidence  of  in- 
crease in  his  physical  functional  capacity.  Pre- 
vious permanent  disabilities  are  taken  into  con- 
sideration. If  a man,  as  a result  of  a previous 
non-industrial  injury  has  an  estimated  25%  gen- 
eral physical  disability  following  which  he  sus- 
tains an  industrial  injury  which  results  in  an 
additional  25%  physical  disabiliity,  making  a 
total  of  50%,  his  monthly  compensation  would, 
in  theory,  be  only  half  of  what  it  would  be  if  the 
entire  50%  physical  disability  were  attributable 
to  a single  industrial  accident. 

OCCUPATIONAL  DISEASE  LAW:  Occupa- 
tional diseases  recognized  by  the  statutes  of  Ari- 
zona are  specifically  listed  in  most  instances  and 
include  such  problems  as  anthrax,  glanders,  tu- 
laremia, asbestosis,  chrome  ulceration  or  poison- 
ing, dermatitis  caused  by  direct  contact  with 
a variety  of  compounds,  impairment  or  loss  of 
vision  due  to  acetylene  or  electrical  arc  welding, 
pemphigus  and  erysipeloid  due  to  handling  of 
meat  products,  poisoning  by  a number  of  spe- 
cifically listed  chemicals,  metals  and  their  com- 
pounds and  silicosis.  Also,  included  under  the 
law  are  blisters  or  abrasions,  syno\'itis,  tenos)  no- 
vitis,  bursitis,  cellulitis  and  ganglions,  which  may 
be  due  to  continual  pressure  or  friction  or  to  re- 
peated trauma  or  vibration  of  tools.  It  must  be 
noted  that  these  listed  are  not  due  to  a specific 
accident.  History-taking  by  the  physician  in  this 
type  of  problem  is  most  important.  Under  the 
Workmen’s  Compensation  Law^  tor  injury  there 
is,  relatively  speaking,  no  statutory  limit  to  the 
medical  benefits  and  compensation  which  may 
be  received  by  the  patient.  Howc\  cr,  under  the 
Occupational  Disease  Disability  Law  tlu'  dollar 
value  of  the  benefits  rcc('i\cd  is  limiti'd  to  a 
maximum  of  $7500.  In  the  raix'  instance  this  may 
work  a hardship  on  tlu'  ('iniiloytx'  with  an  in- 
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dustrial  illness.  Such  limitations  were  probably 
written  into  the  law  at  a time  when  silicosis  was 
the  rule  rather  than  the  exception  among  hard 
rock  miners.  A variety  of  safety  factors  have  re- 
duced substantially  the  incidence  of  extensive 
silicosis  among  younger  miners,  but  of  course, 
through  the  years,  with  increasing  industry  in 
Arizona,  other  industrial  hazards  have  arisen. 
Presumably  we  may  in  the  future  anticipate  dif- 
ficulties with  radioactive  substances.  I repeat 
that  history-taking  by  the  attending  physician  is 
important  to  assist  the  Industrial  Commission 
in  determining  under  which  law,  if  either,  its 
responsibiity  for  the  workman’s  problem,  falls. 

PLANS  FOR  THE  FUTURE:  As  most  of  you 
are  aware,  the  Gompers  Memorial  Clinic  Reha- 
bilitation Center  instituted  an  Industrial  Services 
Program  in  early  October,  I960.  This  program 
has  developed  after  some  investigation  of  similar 
work-hardening  programs  in  other  parts  of  the 
country.  It  has  been  long  recognized  by  the  In- 
dustrial Commission  and  by  those  dealing  with 
industrial  problems  that  many  patients  require 
a program  of  physical  rehabilitation  and  condi- 
tioning after  protracted  periods  of  inactivity  ne- 
cessitated by  industrial  injury  and  treatment 
therefor.  The  Industrial  Services  Program  at 
Gompers  has  been  set  up  to  provide  the  place 
and  the  personnel  to  supervise,  instruct  and  en- 
courage such  efforts.  We  are  also  aware  of  the 
innumerable  workmen,  most  specifically  in  the 
laboring  class,  who  are  deemed  able  to  return  to 
light  work  by  their  attending  physician,  but  who, 
because  of  the  nature  of  the  work  to  which  they 
are  accustomed,  are  unable  to,  or  fail  to  return 
to  gainful  occupation  on  a light  work  status  be- 
cause employers  will  not  provide  or  do  not  have 
light  work  available.  The  Industrial  Services 
Program  provides  the  equivalent  of  light  work, 
under  trained  supervision,  for  eight  hours  a day, 
five  days  a week.  If  physical  rehabilitation  is 
not  actually  accomplished  under  the  program, 
at  least  the  patient  has  been  observed  and  the 
observations  recorded  to  the  benefit  of  the  at- 


tending surgeon  and  the  Industrial  Commission. 
We  anticipate  a gradual  expansion  of  this  pro- 
gram over  a period  of  years. 

Having  had  transmitted  to  us  the  tacit  ap- 
proval and  encouragement  of  the  orthopedists, 
neurosurgeons  and  psychiatrists  of  Tucson,  in- 
vestigation is  being  made  into  the  feasibility  of 
providing  the  services  of  an  Industrial  Commis- 
sion Medical  Advisor  to  the  doctors  in  the  Tuc- 
son area.  The  purpose  of  this  is  not  to  extend 
the  policing  of  the  professional  handling  of  in- 
dustrial problems,  but  rather  to  provide  the  serv- 
ices of  a Medical  Advisor  to  the  doctors  of  the 
area  to  maintain  satisfactory  relationships  with 
the  Industrial  Commission,  and  to  increase  the 
effectiveness  of  consultations  which  may  be  held. 
Consultation  reports  which  are  satisfactory  from 
only  a medical  or  surgical  viewpoint,  frequently 
do  not  assist  the  Industrial  Commission  in  ful- 
filling its  administrative  functions  in  the  indi- 
vidual case. 

CONCLUSIONS:  After  having  rambled  over 
a variety  of  subjects  with  little  discussion  of 
purely  medical  and  surgical  subjects,  I would 
like  to  conclude  with  the  comment  that—  as  phy- 
sicians our  responsibility  to  the  injured  and  sick 
workman  goes  beyond  the  purely  medical  and 
surgical.  We  must,  as  clearly  as  possible,  estab- 
lish the  relationship  of  the  patient’s  symptoms 
and  objective  findings  to  a specific  accident  or 
occupation,  and  must  clearly  report  objective 
findings  as  well  as  subjective  complaints. 

I am  amazed  at  my  temerity  in  discussing  the 
subject  at  all  in  the  presence  of  Dr.  Moore  with 
his  23  years  in  the  field.  I appreciate  your  cour- 
tesy and  attention  and  assure  you  of  our  inter- 
est in  maintaining  freedom  of  medical  practice 
through  encouraging  adherence  to  the  require- 
ments of  the  laws,  as  they  now  exist,  and  there- 
by obviating  the  need  for  further  control  and 
restriction. 


There  is  now  an  average  of  2.2  hospital  employees  for  each  patient  treated 
in  a general  hospital,  compared  with  1.5  in  1946. 

( American  Hospital  Association ) 
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Insanity 

William  B.  McGrath,  M.D. 


An  understanding,  an  explanation,  of  interest  to  all  practitioners.  Review  it. 


A SLOGAN  of  the  Mental  Health  Associa- 
tion is;  “The  Alentally  111  Can  Come  Back.”  The 
mentally  ill  can  come  back  from  where?  From 
the  past.  One  is  mentally  ill  to  whatever  extent 
the  unremembered  past  is  distorting  his  life  in 
the  present.  Isn’t  there  a saying  ( Santayana ) that 
those  who  refuse  to  study  history  are  doomed 
to  repeat  it?  If  one  neglects  to  understand  his 
personal  history,  he  may  go  on  treating  present 
situations  in  ways  that  were  appropriate  in 
earlier  times  and  places.  Repetition  compulsions 
are  among  the  commonest  problems  in  psycho- 
pathology. 

The  police  bring  us  a transvestist,  a man  who 
steals  and  wears  women’s  clothing.  During  his 
childhood  he  was  threatened  and  dangerously 
abused  by  an  older  brother.  Literally  to  save 
his  life  he  often  had  to  seek  the  protection  of 
his  mother.  Periodically  in  adult  life  he  has  an 
intense  uneasiness  in  the  world  of  men.  He 
can  no  longer  have  the  security  of  being  close 
to  his  mother’s  person.  So  he  will  take  the  nearest 
thing  to  it,  her  clothing.  And  in  doing  so  he 
feels  mixed  emotions  of  shame  and  relief,  like 
a child  who  runs  to  hide  in  mother’s  skirts.  His 
transvestism  is  a compulsion,  the  undertow  of 
the  past. 

Now  explanations  or  interpretations  like  this 
sometimes  sound  pretty  far-fetched.  There  are 
a lot  of  jokes  about  them.  Pseudo-intellectuals 
are  disposed  to  go  beyond  humor  to  scoffing 
and  sarcasm.  Well,  ridicule  is  easy  if  you  have 
only  surface  acquaintance  with  psychiatry  and 
if  you  do  not  have  responsibility  for  the  care 

Presented  at  the  Clinical  Club  Annual  Dinner,  May  IL,  1961, 
Phoenix,  Arizona. 


of  the  patients.  Behind  the  jokes  there  is  a deadly 
seriousness  to  our  work.  Hour  by  hour,  day  after 
day,  we  see  individuals  whose  lives  have  be- 
come a horrible  nightmare.  We  need  the  jokes 
but  we  ask  also  for  your  moral  support  when 
our  investigations  take  us  into  the  occult  and 
terrifying  depths  of  insanity. 

Insanity  is  like  a nightmare  or  a dream.  The 
dreamer  is  the  madman  sleeping.  The  madman 
is  the  dreamer  in  action. 

When  we  are  dreaming  or  when  we  are  other- 
wise irrational,  we  are  not  really  out  of  touch 
with  ourselves.  On  the  contrary,  it  is  while 
dreaming  that  we  do  feel  the  touch  of  the  un- 
known person  within  us.  The  imprisoned  mind 
looks  out  through  the  eyes  of  the  past,  through 
the  eyes  of  the  animal,  the  brute,  the  savage  and 
the  child.  We  had  rather  not  remember  our  brute 
origins.  But  the  brute  is  there  in  the  mind  and 
brain,  just  as  vestiges  of  the  mammalian  past 
are  still  to  be  found  in  the  human  body. 

In  the  partial  disturbances  of  the  mind,  the 
neuroses,  we  detect  influences  of  the  earlier 
years  of  the  individual.  In  the  total  insanities, 
we  seem  to  be  witnessing  eruptions  from  far 
more  remote  regions  of  the  mind,  possibK’  Irom 
the  dim  childhood  of  the  race  itself. 

A fine  young  man,  father  ol  three  little'  boys, 
went  out  on  the  desert,  la\’  down  naked  and  dic'd 
in  the  sun.  It  was  some  hidc'ous  primordial  sacri- 
fice. A college  profc'ssor  spent  all  da\  stiii>piug 
the  insulation  from  electric  cords.  \\rap])cd  him- 
self uj)  in  them,  and  then  pluggc'd  in  the'  e-ircuit 
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He  had  sentenced  himself  to  the  electric  chair. 
He  left  me  over  seven  hundred  pages  of  closely 
written  gibberish  with  all  kinds  of  cabalistic 
drawings.  Should  we  laugh  at  his  writings  and 
toss  them  aside?  No;  especially  when  we  learn 
that  he  had,  in  fact,  killed  and  mutilated  a child. 
When  he  killed  the  child  and  when  he  wrote  to 
me,  his  mind  was  operating  at  levels  inherited 
from  an  aboriginal,  subhuman  past.  His  inco- 
herent ideas  and  strange  drawings  are  unmis- 
takably similar  to  some  of  the  most  primitive 
findings  of  the  anthropologists. 

In  the  world  of  insanity,  you  see,  we  do  listen 
to  an  archaic  language  which  we  are  desperately 
trying  to  understand.  It  is  the  language  of  the 
unconscious,  the  language  of  the  past. 

These  subhuman  regions  of  the  mind  are  best 
exhibited  to  us  in  dreams.  Internal  events  or 
conditions,  particularly  the  blind  gropings  of 
the  instincts,  can  hardly  be  understood  or  pack- 
aged in  verbal  memory.  Hence  there  is  little 
representation  of  ideas  by  words  and  none  by 
ordinary  grammar  or  logic.  Most  of  the  imagery 
is  visual.  And  it  is  symbolic  and  enormously  con- 
densed. This  seems  hard  to  comprehend  until 
you  recall  that  the  slightest  gesture,  even  in 
waking  communication,  can  convey  more  than 
a thousand  words.  The  lift  of  an  eyebrow  or 
a pursing  of  the  mouth  can  indicate  a world  of 
disbelief  or  expectancy.  A patient  swallows  or 
licks  his  lips  or  looks  flustered  when  a word  or 
remark,  even  by  remote  association,  prods  some 
timeless  urge  below  the  surface  of  consciousness. 

So  we  observe  not  just  the  incoherent  language 
but  the  primitive  and  magical  gestures  of  the 
insane.  You  are  familiar  with  some  of  the  sym- 
bols and  rituals  of  the  neurotic:  the  handwashing 
of  guilt,  the  compulsive  orderliness  of  the  indi- 
vidual whose  inner  house  is  in  anxious  disorder, 
the  hundreds  of  irrational  acts  which  simultane- 
ously hide  and  yet  betray  what  is  going  on  in 
the  deeper  regions  of  our  minds. 

At  these  levels,  associations  are  quite  loose. 
Matters  or  figures  that  are  in  any  respect  similar 
promptly  become  identical.  Again,  in  everyday 
life  we  see  the  immature  individual  substituting 
any  and  every  authority  figure  for  the  first 
authority  to  whom  he  reacted.  In  a dream  or 
delirium  a whole  notion  may  be  represented  by 


its  opposite  or  by  some  small  part.  This,  too, 
occurs  in  sarcasm  and  poetry  and  in  ordinary 
conversation.  One  says,  “Boy,  is  he  modest,” 
meaning  the  opposite.  Or  one  jumps  from  a par- 
ticular observation  to  express  a universal  opinion. 

In  the  unconscious,  in  the  mind  of  the  prever- 
bal child  and  the  brute,  there  are  no  dimensions 
of  time  and  space.  Everything  is  fermenting  in 
the  same  cauldron.  There  are  no  concepts  of 
closer  or  further,  earlier  or  later.  And  the  de- 
mand for  gratification  of  an  urge  is  like  a reflex, 
immediate  and  heedless,  like  a reptile  or  a fish 
striking  its  prey.  Does  this  seem  absured?  Then 
examine  the  man  who,  after  drinking  some  wine, 
raped  and  murdered  the  only  available  victim,  a 
helpless  child.  Or  talk  to  the  quiet  lad  who 
suddenly  goes  berserk  and  kills  everyone  in 
sight. 

In  every  one  of  these  tragic  disorders  nature 
has  given  us  warnings.  But  people  have  paid  no 
attention  to  them.  It  is  disturbing  to  note  the 
reluctance,  even  resistance,  of  most  people  to 
study  the  workings  of  their  own  minds.  We  had 
rather  discuss  the  superficial  relationships  of  the 
individual  to  others  and  to  his  present  environ- 
ment. We  prefer  to  believe  that  pretty  senti- 
ments and  good  will  hold  the  answers  to  mental 
disease. 

We  ask  a nervous  person,  “Have  you  been 
having  dreams?”  And  he  shrugs  it  off:  “I  suppose 
so,  but  I don’t  pay  any  attention  to  them.” 

Why  not?  He  would  surely  be  alerted  if  there 
was  a swelling  or  a rash  on  his  body.  Every 
physical  symptom  is  a clue  to  disease  or  disorder 
in  the  organism.  If  a piece  of  shrapnel  or  a 
splinter  should  be  lost  in  your  tissues,  the  body 
will  work  unceasingly  to  be  rid  of  it.  And  finally 
it  will  erupt,  perhaps  after  many  years  and  in 
a distant  place.  The  mind,  too,  will  never  rest 
until  it  can  have  disgorged  into  consciousness 
any  impediment  to  our  well-being  and  progress. 

These  impediments,  the  unfinished  business  of 
the  past,  betray  themselves  in  mental  symptoms. 
You  cannot  afford  to  disregard  a mood  of  in- 
explicable disquiet  and  restlessness.  You  had 
better  pay  close  attention  to  your  lapses  of 
memory,  your  slips  of  the  tongue,  your  over- 
valued ideas,  your  occasionally  inappropriate 
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emotional  reactions,  your  private  superstitions 
and  rituals.  All  of  these  symptoms  — and  es- 
pecially your  dreams  — are  clues  to  trouble  in 
the  mind. 

People  who  are  afraid  to  think  about  them- 
selves are  afraid  of  everything.  This  is  not  neces- 
sary and  it  is  not  safe.  You  do  not  need  to 
build  ever  more  frantic  defenses  of  denial  and 
repression  to  wall  off  the  unconscious.  The  un- 
conscious can  be  understood  if  you  learn  its 
language.  The  better  you  come  to  know  the 
unconscious,  this  living  representation  of  your 
own  past  and  our  whole  racial  origins,  the  freer 
you  are.  For  then  all  of  its  energies  become  avail- 
able to  the  waking  and  reasonable  mind,  instead 
of  boiling  and  fermenting  in  vague  nervous 
tension  or  erupting  in  the  primitive  and  night- 
marish excitements  which  we  treat. 

How  do  we  learn  the  language  of  the  uncon- 
scious? As  in  any  science  we  gather  data.  We 
record  our  observations  and  see  what  informa- 
tion others  have  accumulated.  We  observe  the 
effects  of  hereditary  and  acquired  diseases  of 
the  brain  and  the  influences  of  drugs  on  be- 
havior. We  study  animals  in  laboratories  where 
each  of  the  environmental  variables  can  be  con- 
trolled and  evaluated.  We  know  something  of 
what  happens  to  children  in  orphanages  and 
prisoners  in  concentration  camps.  We  listen  to 


the  drums  and  rhythmic  incantations  of  propa- 
ganda. We  see  the  breakdown  from  civilized 
to  barbarian  to  savage  to  predatory  behavior 
when  the  individual  has  relinquished  his  soul 
to  the  mob.  Most  of  all  we  try  not  to  disregard 
any  detail  of  the  actions  and  reactions  of  our 
patients. 

When  they  express  themselves  in  symbolic 
gestures  or  incoherent  words,  we  turn  to  all 
the  other  disciplines  in  which  the  human  mind 
has  tried  to  explain  and  come  to  terms  with  itself. 

We  cannot  then  ignore  the  most  modern  or 
the  most  primitive  art;  the  most  harmonious  or 
discordant  music,  the  most  aboriginal  or  the 
most  current  history  and  philosophy  and  science. 

Somewhere  in  the  incredibly  profuse  and  com- 
plicated data  there  is  a theme  or  a message 
which  nature  is  trying  to  convey  to  us.  We  never 
forget  that  nature  is  infinitely  wise.  A million 
or  a billion  years  ago  the  tiny  living  cell  was 
storing  and  transmitting  more  information  than 
today’s  most  elaborate  computing  machine. 
Equations  which  made  atomic  energy  possible 
were  already  valid  at  the  time  of  creation.  The 
scientific  discoveries  of  the  future,  especially  in 
psychiatry,  will  simply  be  recognition  of  what 
nature  has  been  trying  to  tell  us  all  the  time. 


Third  Annual  Award  for  Prize-Winning  Paper 
1962  Annual  Meeting 

March  15  is  the  deadline  for  accepting  original  papers  to  be  entered  in  open 
competition  and  judged  by  the  Scientific  Assembly  Committee  for  the  third  an- 
nual award. 

The  Association  has  established  this  award  “to  stimulate  research  and  original 
clinical  effort”  and  to  recognize  the  best  scientific  presentation  b\’  an  Arizona 
physician. 

The  successful  entry  will  be  read  by  the  author  during  the  conxentiou,  and 
the  award,  a bronze  plaque,  will  be  presented  at  the  president  s dinner  dance. 
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Section  on  Roentgenology 

Acute  Cholecystitis  Emphysematosa 


A CASE  REPORT 


Frank  M.  Behike,  M.D. 


CHOLECYSTITIS,  emphysematosa,  an  un- 
common disease,  occurs  when  certain  gas  pro- 
ducing bacteria  invade  the  gallbladder,  causing 
inflammation.  The  accumulation  of  gas  within 
the  gallbladder,  and  at  times,  the  pericholecystic 
tissues,  presents  a characteristic  appearance  on 
plain  roentgenograms,  obviating  the  use  of  con- 
trast materials  in  arriving  at  the  correct  diag- 
nosis. 

In  1901,  Stolz(l)  described  three  cases  of  gas 
within  the  gallbladder  at  autopsy.  He  contended 
that  the  biliary  system  was  invaded  terminally 
by  gas  bacilli  the  gas  actually  accumulating  after 
death.  Welch  and  Nutall(2)  thought  it  likely 
that  bacterial  invasion  could  occur  during  life, 
but  the  gas  production  was  a post-mortem  phe- 
nomenon. It  was  obvious  that  both  invasion  and 
gas  production  occurred  during  life  when  Lo- 
bingier(3)  in  1908,  at  operation,  discovered  an 
emphysematous  gallbladder.  Hegner(4)  was  the 
first  to  report  the  preoperative  diagnosis  of 
“gaseous  pericholecystitis,”  from  a flat  film  of 
the  abdomen  in  1931.  The  causative  organism 
cultured  was  Clostridium  welchii.  Since  then  the 
majority  of  reported  cases  have  been  due  to 
Clostridium  welchii  or  Escherichia  coli,  alone 
or  in  combination.  Other  organisms  cultured 
have  been  Aerobacter  aerogenes.  Staphylococcus 
albus,  streptococci  and  an  atypical  gas  pro- 
ducing Actinomyces  ( 5 ) . The  purpose  of  this 


communication  is  to  report  a case  of  emphyse- 
matous cholecystitis  and  present  a brief  review 
of  the  medical  aspects  of  this  interesting  prob- 
lem. 

CASE  REPORT 

A 60-year-old  white  male  was  first  admitted 
to  the  Tucson  Medical  Center  on  September  24, 
1960,  with  acute  right  upper  quadrant  pain  as- 
sociated with  nausea  and  vomiting  of  24  hours’ 
duration.  The  patient  had  similar  symptoms  in 
the  past,  but  less  severe,  and  at  another  hospital 
a diagnosis  of  gallbladder  disease  was  made. 
There  was  no  previous  history  of  jaundice,  dark 
urine,  or  clay  colored  stools. 

Physical  examination  revealed  a well  nour- 
ished male  in  acute  distress.  The  skin  was  pale 
and  moist,  without  icterus.  Spider  nevi  were  not 
present.  The  sclerae  were  of  normal  color.  There 
was  marked  right  upper  quadrant  tenderness 
and  rigidity  with  absent  bowel  sounds.  The 
highest  temperature  was  100.2°E  on  the  second 
hospital  day.  Pulse  was  50  per  minute  on  ad- 
mission with  a blood  pressure  of  140/100.  WBC 
18,000  per  eubic  mm.;  hemoglobin  14.0  gm.  per 
cent;  hematocrit  42.5  vol.  per  cent;  VDRL  non- 
reactive; urinalysis  showed  a few  RBC’s  and 
WBC’s  per  high  power  field  with  a specific 
gravity  of  1.028.  Liver  function  studies  were  ex- 
cluded. 
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The  diagnosis  was  an  acute  exacerbation  of 
chronic  cholecystitis  and  the  patient  was  placed 
on  bed  rest  with  nothing  by  mouth,  given  pain 
relieving  drugs  and  I.V.  fluids  to  restore  hydra- 
tion and  electrolyte  balance.  An  EKG  was  ab- 
normal showing  left  ventricular  hypertrophy 
with  no  evidence  of  recent  myocardial  infarc- 
tion. On  the  first  hospital  day  an  intravenous 
cholangiogram  demonstrated  normal  calibre 
hepatic  and  common  bile  ducts  and  no  evidence 
of  calculi.  The  gallbladder  did  not  opacify.  Con- 
trast material  was  identified  in  the  duodenum. 
On  the  second  hospital  day,  an  oral  cholecysto- 
graphy study  failed  to  demonstrate  gallbladder 
visualization,  however,  the  gallbladder  was  filled 
with  gas.  Air  was  not  seen  in  the  ductal  system. 
Lateral  decubitus  films  demonstrated  a gas-fluid 
level  present  within  the  gallbladder.  A diagnosis 
of  acute  cholecystitis  emphysematosa  was  made. 
Subsequent  to  this,  an  upper  gastrointestinal  ser- 
ies was  performed  demonstrating  irritability  of 
the  duodenal  bulb  and  duodenal  loop,  apparently 
on  the  basis  of  the  acutely  inflamed  gas  filled 
gallbladder  (Fig.  la).  No  free  communication 
between  the  biliary  tract  and  the  duodenum 
could  be  demonstrated.  The  right  upper  quad- 
rant pain  disappeared  and  he  was  discharged 
on  the  third  hospital  day  to  return  in  one  month 
for  cholecystectomy.  He  was  readmitted,  how- 
ever, 24  hours  after  discharge  with  a severe  exa- 


Fig.  la. 


Right  anterior  oblique  projection  obtained  during  an  upper 
ga.strointestinal  series  demonstrating  gas  within  the  gallbladder 
without  demonstration  ol  a free  communication  of  the  biliary 
tract  with  the  intestine. 


Fig.  lb. 


Anteroposterior  film  study  obtained  on  the  second  hospital 
admission  showing  gas  has  dissected  into  the  wall  of  the  gall- 
bladder which  remains  well  outlined.  Barium  is  present  in  the 
colon,  the  residual  from  a previous  upper  gastrointestinal  series. 
Air  is  not  present  within  the  biliary  tract  but  several  cases  of 
emphysematous  cholecystitis  have  been  reported  demonstrating 
ductal  gas. 

cerbation  of  symptoms.  A roentgenogram  of  the 
right  upper  quadrant  continued  to  show  gas 
within  the  gallbladder  with  air  also  in  the  in- 
tramural portion  but  not  in  pericholecystic  tis- 
sue (Fig.  lb).  Again,  with  conservative  man- 
agement consisting  of  bed  rest,  intravenous 
fluid,  analgesics  and  an  antibiotic  his  symptoms 
subsided  and  he  was  discharged  on  the  third 
hospital  day  of  the  second  admission. 

On  the  third  and  final  admission,  approximate- 
ly one  month  following  establishment  of  the  di- 
agnosis, a cholecystectomy  was  performed  and 
a markedly  contracted,  thick  and  edematous, 
and  subacutely  inflamed  gallbladder  was  re- 
moved. The  cystic  duct  contained  small  stones. 
A culture  was  not  obtained.  Pathologic  report 
was  chronic  cholecystitis  and  pericholec\stitis 
with  gangrene  and  cholelithiasis.  The  patient 
made  an  uneventful  postoperative  reco\cr\'. 

DISCUSSION 

A review  of  the  literature  re\eals  that,  clin- 
ically, the  patient  with  this  malady  presents  \\  ith 
typical  gallbladder  symptoms  and  signs.  Nausc'a 
and  vomiting  associated  ^^•ith  ujipcr  abdominal 
pain  localizing  to  the  right  uiipcr  (juadiant  is 
invariably  present.  In  ovc'r  hall  ol  rcportc'd  t'asf's 
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a palpable  mass  in  the  gallbladder  region  has 
been  found.  Jaundice  may  be  noted  and  the  tem- 
perature elevated  between  99°  and  103  °F  in 
conjunction  with  a high  white  blood  cell  count. 
Diabetes  mellitus  has  been  reported  in  approxi- 
mately one-half  of  reported  cases  and  calculi 
have  been  found  about  50  per  cent  of  the  time. 
Just  the  converse  of  usual  cholecystitis,  men  out- 
number women  3 to  1(6)  with  the  highest  oc- 
currence in  the  5th  and  6th  decades.  More  than 
80  per  cent  of  patients  have  been  over  50  years 
of  age,  with  the  over-all  range  of  27  to  75  years. 

RADIOLOGIC  ASPECTS 

Basically,  the  diagnosis  can  be  established  on 
plain  film  examination  of  the  right  upper  quad- 
rant with  the  patient  prone,  erect  or  in  the  right 
lateral  decubitus  position.  A fluid  level  will  fre- 
quently be  encountered  in  the  upright  and  de- 
cubitus projections.  The  time  interval  for  the  gas 
to  appear  after  onset  of  symptoms  is  variable  but 
usually  within  72  hours  sufficient  gas  will  have 
accumulated  to  be  of  diagnostic  import. 

As  the  gallbladder  distends  there  is  dissection 
of  gas  between  the  muscularis  and  mucous  mem- 
brane as  described  by  Freidman,  Aurelius  and 
Rigler(7).  The  infection  may  become  severe 
enough  that  abscesses  containing  gas  and  fluid 
appear  in  the  surrounding  cholecystic  tissues. 
Rarely  the  inflamed  gallbladder  may  perforate 
and  gas  appear  beneath  the  diaphragm  as  re- 
ported in  two  patients  by  the  Rabinovitchs,  Pines 
and  Lipton  in  1958(8). 

Basically,  as  presented  by  Jacobs (9),  there 
are  four  methods  of  gas  entering  the  gallblad- 
der: (1)  Infection  of  gallbladder  by  gas  form- 
ing organisms;  (2)  Surgical  procedures  such  as 
cholecystojejunostomy  or  choledochojejunosto- 
my;  (3)  reflux  of  air  from  the  duodenum 
through  a relaxed  sphincter  of  Oddi  and  (4) 
spontaneous  cholecysto-enterostomy.  In  the  dif- 
ferential diagnosis,  lipomatosis  of  the  gallblad- 
der may  be  considered  but  in  this  instance  there 
is  no  gas  within  the  gallbladder,  there  being 
just  a slim  lucent  rim  outlining  the  wall. 

In  this  case,  Skokan’s(6)  criteria  for  estab- 
lishing the  diagnosis  was  met;  namely,  ( I ) pres- 
ence of  gas  in  the  lumen  of  the  gallbladder  and 
gas  infiltration  of  the  wall;  (2)  typical  clinical 


symptoms  of  acute  cholecystitis;  and  (3)  ex- 
clusion of  pathological  communication  of  the 
gallbladder  and  biliary  tree  with  the  digestive 
tract. 

TREATMENT 

Grainger(5)  has  advocated  operating  prior  to 
the  appearance  of  intramural  gas  and  waiting  if 
this  appears  before  a cholecystectomy  can  be 
performed.  Jacobs(9)  reports  two  cases  operated 
upon  four  days  and  eleven  days  after  roentgen 
diagnosis  of  gas  within  the  gallbladder,  both  of 
these  making  a satisfactory  recovery.  Preopera- 
tive polyvalent  gas  gangrene  antitoxin,  antibi- 
otics and  restoration  of  fluid  and  electrolyte  bal- 
ance are  recommened  along  with  bed  rest  and 
analgesics.  The  danger  of  rupture  of  the  gall- 
bladder with  peritonitis  or  abscess  formation  is 
a possible  complication  to  be  treated  with  anti- 
toxin and  antibiotics  as  the  situation  warrants. 
Cholecystectomy  is  the  procedure  of  choice  al- 
though cholecystostomy  may  be  indicated  if  rup- 
ture or  abscess  formation  are  found  on  explora- 
tion. Complications  such  as  pulmonary  embolism 
and  severe  sepsis  have  been  reported.  In  this 
presented  case,  conservative  treatment  followed 
by  cholecystectomy  in  one  month  after  subsi- 
dence of  symptoms  provided  an  excellent  recov- 
ery without  complications. 

SUMMARY 

A case  of  cholecystitis  emphysematosa  is  re- 
ported with  a review  of  signs  and  symptoms, 
etiology,  roentgenographic  diagnosis,  and  treat- 
ment. 

The  plain  abdominal  film  study  of  the  right 
upper  quadrant  demonstrating  a gas  distended 
gallbladder  frequently  with  gas-fluid  level  in 
the  decubitus  projection  is  diagnostic  of  this 
disease. 
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In  oral  penicillin  therapy 
GOMPOCILLIN-VK 
offers  the  speed,  the  certainty, 
the  effectiveness 
of  this . . . 


IN  ORAL  PENICILLIN  THERAPY 

GOMPOGILLIN-VK 

POTASSIUM  PENICILLIN  V 


Because  potassium  penicillin  V (Compo- 
cillin-VK)  offers  excellent  absorp- 
tioni’2’®’^ — fast,  predictable  levels  of 
antibacterial  activity  enter  the  blood  stream 
and  quickly  reach  the  site  of  infection.  Ab- 
sorption takes  place  high  in  the  digestive  tract 
and  is  virtually  unaffected  by  gastric  media. 

Antibacterial  levels  are  so  predictable  that, 
in  many  cases,  Compocillin-VK  may  be  pre- 
scribed in  place  of  injectable  penicillin.  This  is 
especially  appreciated  by  younger  patients 
and— as  you  know — oral  administration  is 
considered  far  safer  than  injectable. 

Compocillin-VK  is  well  tolerated  and  may 
be  used  in  treating  mild,  severe,  and  in  high  do- 
sage ranges,  even  critical  cases  involving  peni- 
cillin-sensitive organisms.  It  comes  in  stable, 
palatable  forms  for  every  patient— every  age. 
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125  mg.)  and  two  combinations  (Filmtab  and 
suspension)  with  the  triple  sulfas.  Depending 
on  severity  of  infection,  dosage  for  Compo- 
cillin-VK is  usually  125  mg.  or  250  mg.  three 
times  a day. Won’t  you  try  Compocillin-VK? 

1.  R.  Lamb  and  E.  S.  Maclean,  Penicillin  V— A Clinical 
Assessment  After  One  Year,  Brit.  M.  J.,  July  27,  1957, 
p.  191-193.  2.  J.  I.  Burn,  M,  P.  Curwen,  R.  G.  Huntsman 
and  R.  A.  Shooter,  A Trial  of  Penicillin  V,  Brit.  M.  J., 
July  27, 1957,  p.  193.  3.  J.  Macleod,  Current  Therapeutics, 
The  Practitioner,  178:486,  April,  1957.  4.  W.  J.  Martin, 
D.  R.  Nichols  and  F.  R.  Heilman,  Observations  on  Clinical 
Use  of  Phenoxymethyl  Penicillin  (Penicillin  V),  J.A.M.A., 
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when  you  can  run  i 
an  ECG  or  BMR  in  the  next  room  . . . 


. . . you  have  all  the  advantages  and  conven- 
iences of  these  two  diagnostic  facilities  at  your 
fingertips.  Immediate  availability  of  data, 
firsthand  knowledge  and  control  of  conditions 
at  the  time  of  the  test,  and  time  saved  because 
“outside  arrangements”  needn’t  be  made,  are 
but  a few  of  the  advantages  of  owning  your 
own  electrocardiograph  and  metabolism  tester. 

Popular  with  a great  many  of  your  colleagues 
the  world  over  are  two  Sanborn®instruments 
that  can  give  you  these  diagnostic  facilities 
“in  the  next  room”:  the  lOOM  “Mobile  Viso®” 
cardiograph  and  the  “Metabulator”  metab- 
olism tester.  The  “Mobile  Viso”  offers  three 
recording  sensitivities,  two  chart  speeds,  pro- 


vision for  recording  and  monitoring  other 
phenomena,  and  the  dependability  and 
ruggedness  of  modern  electronic  design.  The 
“Metabulator”  also  exemplifies  simplicity  of 
operation,  with  “one-level”  controls,  easily 
changed  charts  and  CO  2 absorbent,  and  quick 
BMR  calculation.  Both  instruments  have  the 
proof  of  years  of  service  and  satisfaction  to 
thousands  of  doctors. 

Call  your  nearest  Branch  Office  or  Service 
Agency  — or  write  Manager,  Clinical  Instru- 
ment Sales,  at  the  main  office  in  Waltham  — 
about  the  special  combination  offer  on  these 
two  instruments. 


Sanborn  Service  lasts  long  after  the  sale  . . . from  people 
who  know  your  instrument  and  value  your  satisfaction. 


MEDICAL  DIVISION 

A N B O R ISI  C O IVI  F>  A IM  Y 

175  Wyman  St.,  Waltham  54,  Mass. 


Phoenix  Resident  Representative  25  E.  Osborn  Rd.,  Amherst  5-6328 
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eczematoid  dermatitis 


atopic  dermatitis 


senile  pruritus 


contact  dermatitis 


nummular  dermatitis 


neurodermatitis 


soap  dermatitis 
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SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture.  m 


Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  ^vrite  . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.'Patent  pending,  t.m.  © igei 
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THESE  23,000 
PEOPLE  IN 
ARIZONA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knov/s 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Arizona  there  are  at  least  23,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochloride  — 7-chloro-2  -methylamino- 
n fl  U P 5-phenyl*3H-l  ,4-benzodia2epine  4-oxtde  hydrochloride 

KD  L H c 

LABORATORIES  Division  of  Hoffmann-La  Roche  Inc. 


in  bacterial 
tracheobronchitis 


Panalba^ 

promptly 


In  the  presence  of  bacterial  infection,  taking  a culture  to  deteiinine 
bacterial  identity  and  sensitivity  is  desirable— but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  eflective  antibiotic 


to  gain  precious 
therapeutic  hours 


'analba 


your  broad-spectrum 
antibiotic  of  first  resort 


treatment. 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  Infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  Is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  leuko- 
penia and  thrombocytopenia  have  boon  reoiTlod  in  patients 
treated  with  Albamycin.  These  side  cffoct^  usually  d-r.app.Mr 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  rcM  it  m Cvor- 
growth  of  nonsusceptible  organisms,  constant  obsi^vatom  of 
the  patient  Is  essential.  If  new  inft-ctlons  .q  ,^'ar  dui::*:;  tht  i* 
apy.  appropriate  measures  should  he  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolor.rod  administration  of  Albamvi..i,  Th-'  pos-Mbl'ity 
of  liver  damage  should  be  cen-idc'Ld  if  i ycHow  p.*i;  .nt,  a 
metabolic  by-product  of  Alh.«nivi m.  api-e.ifN  in  the  plasma. 
Panalba  should  bo  di  continued  if  allei^  reactions  that  are 
not  readily  controlled  by  antihlstaminic  agents  develop. 


•Trademark,  Reg.  U.S.  Pat.  Off. 
The  Upjohn  Company 
Kalamazoo,  Michigan 


1. 


SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 


LANESTA  GEL 


The  new  baby  is  beautiful,  but  his  arrival  raises  some  problems  in  family  planning  on  which  the  mother 
will  need  help  — your  help.  What  you  counsel  or  suggest  to  her  may  determine  the  family’s  happiness 
for  many  years  to  come.  When  she  comes  in  to  see  you  for  her  routine  postnatal  check-up,  you  have  an 
ideal  opportunity  to  counsel  her  and  answer  her  questions.  It’s  also  an  ideal  time  to  recommend  the  use  of 
Lanesta  Gel. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
offers  faster  spermicidal  action  because  it  rapidly  diffuses  into  the  seminal  clot.  In  fact,  the  mean  diffu- 
sion spermicidal  time  of  Lanesta  Gel  is  three  to  seven  times  faster  than  the  mean  diffusion  times  of  ten 
leading  commercially  available  contraceptive  creams,  gels,  or  jellies,  according  to  Gamble  (“Spermicidal 
Times  of  Commercial  Contraceptive  Materials  — 1959”) . * 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated. 

* Gamble,  C.J.:Am.  Pract.  & Digest.  Treat.  11:852  (Oct.)  1960.  See  also  Berberian,  D.A.,  and  Slighter,  R.G.:  J.A.M.A. 
168:2251  (Dec.  27)  1958;  Kaufman,  S.A.:  Obst.  and  Gynec.  75:401  (March)  1960;  Warner,  M.P.:  J.Am.M.  Women’s  A. 
74:412  (May)  1959. 

A PRODUCT  OF  LANTEEN®  RESEARCH  Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 
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The  President's  Page 


Leslie  B.  Smith,  M.D. 


The  Yuletide  with  its  admixture  of  the  tenets  of  religion  and  make-believe 
provides  an  opportunity  to  manifest  our  devotion  and  relax  our  tensions  by 
reversion  to  the  fantasies  of  childhood. 

The  accumulated  frustrations,  resulting  from  our  everyday  endeavors  to 
achieve  our  goals  and  to  adapt  to  the  many  facets  of  our  changing  environment, 
make  this  season  a most  necessary  respite. 

We  should  enhance  our  stature  by  mixing  the  Birthday  festivities  with  more 
serious  deliberations  — by  seeking  good  where  there  is  kno\\'n  evil  — tempering 
our  aversions  with  tolerance  — modifying  our  hates  with  humanism  — reducing 
our  selfishness  with  altruism  and  we,  as  physicians,  must  strive  to  compensate 
for  our  indifferences  with  more  loving,  tender  care. 

Although  there  is  balm  in  the  temporary  participation  in  the  fantasies  of 
Santa  Claus,  we  must  maintain  realism  in  our  acceptance  ol  doctrines  — In- 
acknowledging  that  “there  is  no  Santa  Claus.” 

May  the  merriment  and  the  morality  of  this  Yuletide  augment  \our  happiness 
during  1962  and  all  the  years  to  follow. 


Leslie  B.  Smith,  M.l). 
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antibiotic  therapy  with  an  added  measure  of  protection 

E CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


against  relapse— up  to  6 days’  activity  on  4 days’  dosage 
against  secondary  infection— sustained  high  activity  levels 
against  “problem”  pathogens— positive  broad-spectrum  antibiosis 
CAPSULES,  150  mg.,  75  mg.  - PEDIATRIC  DROPS,  60  mg./cc.  - SYRUP,  75  mg./5  cc. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Editorials 

Have  M.  D.,  Will  Travel 


Have  you  ever  had  the  urge  to  go  somewhere 
or  do  something  different,  making  use  of  your 
medical  training?  Most  doctors  dream  of  a 
“sometime”  when  they  can  sign  on  as  a ship’s 
doctor  and  sail  to  remote  and  romantic  parts  of 
the  world  or  perhaps  go  along  as  medical  ad- 
visor for  some  scientific  exploratory  expedition 
or  find  some  other  adventure  — some  fruition  for 
their  day-dreams  and  utilization  of  their  medical 
training. 

A group  of  five  physicians  in  Tulsa,  Oklahoma 
have  found  a way  to  do  something  about  these 
desires  and  at  the  same  time  to  render  a soul 


satisfying  sort  of  medical  service.  These  five  men 
who  are  members  of  the  Presbyterian  Church  of 
Tulsa,  Oklahoma,  are  giving  up  their  practices 
for  six  week  periods  to  serve  voluntarily  at  the 
Miraj  Medical  Center  in  Miraz,  India. 

And  now  it  may  be  news  to  you  to  know  that 
the  A.M.A.  has  a new  department  of  Interna- 
tional Health  which  administers  a program  ap- 
proved by  the  House  of  Delegates  last  June 
whereby  any  member  of  the  A.M.A.  may  volun- 
teer for  service  in  the  foreign  mission  fields  on 
a temporary  basis  when  emergencies  arise.  Mis- 
sionary agencies  representing  every  major  de- 
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and  do  not  necessarilv  represent  the  official  stand  of  The  .Arizona 
be  sought  in  the  published  procei'dmgs  of  that  body. 
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nomination  sponsoring  American  medical  mis- 
sionaries are  cooperating  with  this  department 
of  the  A.M.A. 

If  you  are  interested  in  volunteering  for  such 
service,  write  directly  to  the  A.AI.A.,  Department 
of  International  Health,  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 

R.  Lee  Foster,  AI.D. 


EDITOR'S  NOTES 

(Following  notes  are  taken  from  “The  Effects 
of  Nuclear  Weapons  on  Tucson,”  by  Thomas  L. 
Alartin,  Jr.,  Dean,  College  of  Engineering,  The 
University  of  Arizona,  published  October,  1961 
by  The  University  of  Arizona  Press,  Tucson.) 

“ . . . following  conditions  will  have  to  be  met 
for  Tucson  shelters: 

( 1 ) They  must  be  at  least  4 feet  underground 
and  preferably  5 feet . . . 

(2)  They  must  take  at  least  5 psi  of  peak 
overpressure,  and  preferably  20  psi  . . . 

(3)  The  shelters  will  most  likely  be  occupied 
full  time  for  at  least  one  month  . . . and 
part-time  for  much  longer  periods.” 

“But  we  must  recognize  also  that  weapons  of 
war  are  evaluated  according  to  their  usefulness 
in  the  achievement  of  military,  economic,  and 
political  objectives.  The  relative  horror  of  a 
weapon  does  not  figure  in  this  evaluation  ex- 
cept in  its  potential  for  intimidation.” 

“ . . . much  of  the  military  effectiveness  of 
nuclear  weapons  depends  upon  lack  of  prepara- 
tion for  civilian  defense.  If  the  population  is  shel- 
tered and  prepared,  nuclear  weapons  are  far 
less  attractive  and  less  useful.” 

“It  is  vital  that  the  people  of  Tucson  under- 
stand that  they  can  survive  a nuclear  attack  on 
Tucson  if,  and  only  if,  they  are  in  a well-de- 
signed shelter.” 

“ ...  if  you  have  a shelter,  the  chances  are  at 
least  7 out  of  10,  and  probably  better,  that  you 
will  survive  the  attack.  The  odds  may  be  slightly 
different  in  other  parts  of  the  country,  but  not 
significantly.  Thus,  there  is  no  reason  to  run 
away  from  Tucson.” 

* # 

“ . . . KILOTONS  (thousands  of  tons  of  TNT) 
and  AIEGATONS  (millions  of  tons  of  TNT.” 

“ . . . air  bursts  are  used  against  targets  which 
are  most  easily  damaged  by  overpressure.” 


“ . . . air  bursts  are  ineffective  against  hard- 
ened targets  ...” 

“ . . . surface  bursts  are  used  to  destroy  hard 
targets  ...” 

“Davis-Monthan  is  a “soft”  target.” 

“ ...  so  it  is  reasonably  realistic  to  assume 
that  an  attack  on  Davis-Monthan  will  use  either 
a 2 or  a 5 megaton  air  burst.” 

“Very  little  fallout  is  produced  by  an  air  burst 
even  in  the  immediate  vicinity  of  ground  zero. 
Thus,  in  the  event  of  an  air  burst  over  Davis- 
Alonthan,  in  the  megaton  range,  there  would  be 
very  little  fallout  and  it  would  be  necessary  to 
occupy  underground  shelters  for  only  a few 
days  at  the  most.” 

“ . . . shelter  planning  in  Tucson  should  as- 
sume that  shelters  will  be  occupied  for  as  much 
as  four  to  six  weeks  in  the  event  of  an  attack  on 
Davis-Monthan.” 

“It  is  believed  that  the  rocket  booster  used  to 
orbit  the  spaceships  Vostok  I and  II  could  easily 
deliver  a warhead  with  a yield  of  25  megatons 
or  more,  anywhere  in  the  United  States.” 

“ . . . the  radiation  received  by  sheltered  per- 
sonnel because  of  the  initial  radiation  must  be 
held  below  50  roentgens.  Indeed  50  roentgens 
must  be  taken  as  the  absolute  maximum  permis- 
sible; ideally  it  should  be  5 or  less.” 

“ . . . accumulated  dose,  though  spread  over 
several  weeks,  will  produce  essentially  the  same 
effects  at  about  the  same  levels  of  radiation  as 
the  single  exposure  effects  ...” 

* « * 


WHOLE  BODY,  SINGLE  RADIATION  DOSE 
EFFECTS(l) 


Single  Radiation 
Dose  in  24  Hours 

0 to  25  roentgens 
25  to  50  roentgens 

100  roentgens 
125  to  150  roentgens 

200  roentgens 


400  roentgens 


600  roentgens 


Clinical  Effects 

none 

some  genetic  effects;  no 
serious  clinical  effects 
nausea  and  fatigue 
vomiting  becomes  a 
problem 

some  fatalities  2-6  weeks 
later;  nausea,  vomiting, 
and  fatigue  within  24 
hours;  sterility,  tempora- 
ry or  permanent 
immediate  incapacitation 
from  which  many  never 
recover;  some  deaths  in 
2-6  weeks. 

assumed  fatal  in  100  per 
cent  of  the  cases 


“ . . . children  under  18  should  not  receive  any 
radiation  if  it  can  be  avoided.  Doses  of  5 roent- 


(I)  Excellent  radiation  measuring  equipment  may  be  obtained 
for  $19.95  plus  tax  by  writing  to  The  Bendix  Corporation,  3130 
Wasson  Road,  Cincinnati  8,  Ohio.  This  includes  a dosimeter, 
rate  meter,  and  calibrating  device,  and  is  called  the  “Family 
Radiation  Measurement  Kit.” 
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gens  or  more  will  show  up  as  genetie  defeets  in 
their  deeendents.” 

“ . . . 3 feet  of  earth  cover  provides  an  attenu- 
ation factor  of  25.” 


...  4 feet  of  earth  cover  seems  to  be  the 


minimum  desirable  for 

Tucsonans,  and  5 feet 

would  be  ideal.” 

ATTENUATION  OF  INITIAL  RADIATION  BY 

EARTH 

Depth  of  Earth 

Attenuation 

Cover  in  Feet 

Factor 

2 

less  than  10 

3 

25 

4 

70 

5 

220 

6 

1000 

ATTENUATION  FACTORS  AGAINST 

FALLOUT  RADIATION 

Depth  of  Earth 

Cover  in  Feet 

Attenuation  Factor 

2 

about  70 

3 

above  1000 

4 

above  100,000 

5 

nearly  infinite 

6 

nearly  infinite 

FALLOUT  RADIATION 

REDUCTION  FACTORS 

Time  in  Hours  After 

Radiation  Reduction 

the  Explosion 

Factor 

1 

1.0 

5 

0.150 

10 

0.063 

24  (Iday  ) 

0.022 

168  (1  week) 

0.00215 

336  (2  weeks) 

0.00093 

672  (4  weeks) 

0.00040 

1008  (6  weeks) 

0.00025 

“There  will  be  300  or  more  Titan  and  Atlas 


missiles  in  place  when  the  nationwide  system  is 
complete  in  about  1964  ...” 

“ . . . President  Kennedy  . . . September  25, 
1961  ...” 

‘Every  man,  woman,  and  child  lives  under  a 
nuclear  sword  of  Damocles,  hanging  by  the  slen- 
derest of  threads,  capable  of  being  cut  at  any 
moment  by  accident,  miscalculation,  or  mad- 
ness.” 

“We  must  be  prepared  for  any  eventuality; 
for  Tucson  this  means  preparation  for  the  possi- 
bility of  two  10  megaton,  or  one  20  megaton,  at- 
tack against  each  of  the  Titan  silos  surrounding 
Tucson.” 

“ ...  if  a shelter  is  designed  to  survive  an  air 
burst  over  Davis-Monthan  Air  Force  Base,  it 
will,  in  all  probability,  survive  the  blast  effects 
of  an  attack  against  the  Titan  bases.” 

“ . . . the  primary  concern  of  Tusconans,  rela- 
tive to  an  attack  on  the  surrounding  Titan  bases, 
is  fallout  because  the  other  effects  prove  to  be 
relatively  unimportant.” 

ft  * 

“ . . . serious  fallout  over  Tucson  no  matter 
what  the  wind  direction  may  be.” 


“As  a result,  from  the  radiation  levels  ...  it 
seems  very  likely  that  the  1-hour  reference  radi- 
ation from  fallout 

( 1 ) cannot  possibly  be  less  than  15,000  to 
20,000  roentgens/liour. 

(2)  could  very  probably  be  much  more  than 
20,000  roentgens /hour,  conceivably  as 
high  as  100,000  roentgens/hour  if  there  is 
a great  deal  of  overlapping  of  fallout  pat- 
terns.” 

* * 

“ . . . 3 feet  of  earth  provides  a fallout  attenu- 
ation factor  of  about  1000.” 

“ . . . using  at  least  4 feet  of  ...  ” 

“The  extra  foot  of  earth  cover  is  the  cheapest 
insurance  available.  Five  feet  of  earth  cover 
would  reduce  this  radiation  dose  to  a negligible 
figure.” 

* 

“ ...  in  the  event  of  an  attack  on  the  Titan 
bases,  Tucsonans  will  be  in  their  shelters  almost 
continuously  for  4 weeks  and  intermittently  for 
many  additional  weeks.  At  the  very  least,  shelter 
planning  must  assume  4 weeks  of  occupancy. 
Conservative  planners  will  consider  very  strong- 
ly the  possibility  of  occupancy  for  6 weeks  con- 
tinuously.” 

* * 

“(1)  Shelters  should  be  at  least  4 feet  under- 
ground, and  5 feet  would  be  preferred. 
No  advantage  is  secured  by  going  deep- 
er. 

( 2 ) Shelters  should  be  designed  to  resist 
blast  overpressures  ranging  between  5 
and  25  pounds  per  square  inch,  depend- 
ing upon  the  shelter  location  relative  to 
Davis-Monthan. 

(3)  Air-vent  pipes  and  other  structures 
above  ground  will  be  subjected  to  hori- 
zontal pressures  which 

(a)  will  probably  be  only  about  3C 
pounds  per  square  inch,  but 

(b)  could  rise  as  high  as  15  to  40 
pounds  per  square  inch,  though 
this  is  unlikely. 

(4)  Shelter  doors  and  entrances  must  be 
able  to  withstand  ()\erpressures  in  the 
range  of  5 to  25  pounds  per  s({uare  inch 
without  buckling  or  jamming. 

(5)  A second,  eincrgcnc)’  escape  hatch  must 
be  provided  in  the  c\cut  that  the  main 
entrance  is  damaged  or  lieavib’  eo\ered 
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by  rubble.  This  can  usually  be  made 
available  by  a removable  plate  inside 
the  shelter  and  sand  packed  above  it 
when  the  shelter  is  backfilled.  This 
makes  it  easy  to  dig  out. 

(6)  The  shelter  should  be  large  enough  and 
well  enough  stocked  to  permit  occupan- 
cy for  one  month  or  longer.  A wise  pre- 
caution would  be  to  provide  nearby,  bur- 
ied caches  of  extra  supplies  which  could 
be  gotten  within  a short  period  of  ex- 
posure outside  the  shelter. 

( 7 ) The  air  filter  should  be  shielded  by  steel 
so  that  it  will  not  be  ignited  by  the 
thermal  blast. 

(8)  The  shelter  entrance  should  have  at 
least  two  right  turns  in  it  and  should  be 
at  least  2 feet  away  (and  preferably  3 
feet  from  the  main  structure  of  the  shel- 
ter. 

“All  of  these  structures  should  have  curved  or 
domed  roofs,  the  greater  the  curvature  the  great- 
er the  strength.  There  are  some  prestressed,  pre- 
cast reinforced  concrete  shelters  being  designed 
for  use  in  Tucson  according  to  the  blast  resistant 
requirements  specified  herein.” 

NOTE:  Dr.  Thomas  L.  Martin,  Jr.’s  booklet,  “The  Effects  of 
Nuclear  Weapons  on  Tucson,”  can  be  obtained  from  the  Uni- 
versity of  Arizona  Press,  Tucson,  at  $1.00  per  copy. 


CHEMOTHERAPY  OF 
BREAST  CANCER 

To  attempt  to  cover  this  material  is  to  cover 
a segment  of  medical  therapy  that  is  extremely 
eontroversial.  One  can  probably  differ  with  al- 
most every  statement  made  in  this  summary. 
However,  in  my  hands  the  best  results  have  been 
obtained  by  following  the  course  of  treatment  as 
here  outlined  and  in  consideration  of  this  philos- 
ophy of  treatment. 

Chemotherapy  of  breast  cancer  falls  under 
two  categories: 

1.  The  chemotherapeutic  agents,  as  Thio- 
TEPA  and  Cytoxan,  etc. 

2.  The  endocrines,  as  androgens,  estrogens, 
and  the  corticosteroids. 

In  the  use  of  the  endocrines,  60%  of  the  cases 
will  be  completely  hormonal  independent  and 
will  not  respond  to  the  endocrine  therapy  in  any 


way.  The  anti-tumor  effect  of  the  endocrines  in 
breast  cancer  is  not  a neutralization  of  the  op- 
posite sex  hormone,  for  there  is  a normal  coex- 
istence of  androgens  and  estrogen.  In  fact,  treat- 
ment with  Testosterone  not  infrequently  will  in- 
crease the  level  of  estrogens  in  a patient;  and 
this  occurs  irrespective  of  the  therapeutic  effect 
attained.  The  mode  of  action  is  apparently  an 
elimination  of  stimulatory  factors  by  the  anterior 
lobe  of  the  pituitary.  An  analogy  can  be  drawn 
in  considering  the  action  noted  wtih  the  admin- 
istration of  thyroid  in  patients  with  cancer  of 
the  thyroid.  Here  our  experience  has  been  great- 
er. In  these  patients  by  oversupplying  the  needs 
of  the  patient  with  exogenous  thyroid,  as  giving 
three  or  four  grains  per  day,  there  is  no  stimulus 
to  the  pituitary  to  produce  the  thyroid  stimula- 
ting hormone.  This  latter  is  essential  to  the  de- 
velopment of  the  thyroid  cancer  while  the  tumor 
is  still  in  the  dependent  phase.  It  is  no  longer 
essential  when  the  caneer  becomes  autonomous. 
A comparable  situation  probably  exists  in  breast 
cancer. 

The  mammotropic  hormone  developed  by  the 
eosinophilic  cell  of  the  pituitary  is  apparently  an 
important  factor  in  the  development  or  suppres- 
sion of  breast  cancer.  It  is  the  follicle  stimula- 
ting hormone  that  plays  a decisive  role  in  all 
mammary  hyperplasia.  Its  production  is  sup- 
pressed by  estrogens  in  the  absence  of  func- 
tioning ovaries.  Its  elimination  probably  sup- 
presses breast  cancer  that  is  still  in  the  depend- 
ent phase.  It  does  not  influenee  the  autonomous 
cancer. 

It  is  striking  that  prolactin,  the  lactation 
stimulating  hormone  of  the  anterior  pituitary 
seems  to  play  no  role.  The  mitotic  coefficient  of 
the  breast  is  sharply  decreased  during  the  period 
of  lactation.  Hyperplasia  of  the  mammary  glands 
occurs  during  pregnancy  when  the  level  of  the 
estrogen  is  increased.  Note,  this  is  hyperplasia 
in  the  presence  of  estrogen  in  a patient  with 
functioning  ovaries.  With  intact  and  functioning 
ovaries,  estrogens  through  the  pituitary  stimu- 
late the  production  of  progesterone.  This  pro- 
gesterone stimulates  the  production  of  the  folli- 
cle stimulating  hormone  of  the  pituitary.  Estro- 
gen alone,  however,  will  inhibit  the  production 
of  the  follicle  stimulating  hormone.  Consequent- 
ly, only  in  the  post-menopausal  female,  or  in  the 
patient  whose  ovaries  have  been  removed  can 
estrogens  be  effective  in  the  repression  of  breast 
cancer. 
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Therefore,  in  the  pre-inenopaiisal  female  with 
progesterone  present  estrogens  are  eontraindi- 
cated,  but  estrogens  may  prove  suppressive  in 
the  post-menopausal  female  or  in  the  patient 
who  has  been  eastrated. 

In  the  pre-menopausal  patient  who  develops 
metastasis,  castration  is  recommended.  This  in 
itself  produces  the  greatest  percentage  of  remis- 
sions and  over  the  longest  period.  Later  with  an 
advance  in  the  disease,  that  is,  after  castration 
or  in  the  post-menopausal  female,  the  initial 
drug  of  choice  seems  to  be  Testosterone  Pro- 
pionate. However,  the  rational  of  therapy  with 
this  drug  makes  one  question  it.  It  would  seem 
that  the  mechanism  of  its  action  is  to  raise  the 
estrogen  level,  essentially  by  stimulation  of  the 
estrogen  production  of  the  adrenal  cortex;  and 
the  estrogen  in  turn  inhibits  the  production  of 
follicle  stimulating  hormone  by  the  pituitary. 
The  therapeutic  effect  of  the  androgens  is  al- 
ways connected  with  an  abrupt  fall  or  disap- 
pearance of  the  follicle  stimulating  hormone  of 
the  pituitary.  If  a remission  is  obtained  with 
Testosterone  Propionate,  and  it  can  be  expected 
in  about  35%  of  the  cases,  and  later  control  of 
the  cancer  is  lost,  that  drug  should  be  discon- 
tinued. One  should  then  wait  for  a short  period 
before  starting  another  hormone.  The  patient 
may  have  a remission  as  a result  of  the  with- 
drawal of  this  hormone.  Following  this,  how- 
ever, estrogen  therapy  may  prove  of  help,  and 
possibly  helpful  in  as  high  as  45%  of  the  cases. 
In  general,  the  estrogen  should  be  supplemented 
by  cortico-steroids  to  bring  about  a medical  ad- 
renalectomy. 

Castration  as  the  first  step  in  therapy  has  been 
recommended,  not  only  for  the  pre-menopausal 
female  with  disseminated  breast  cancer,  but  it 
has  been  advocated  by  many  for  all  pre-meno- 
pausal patients  with  breast  cancer  whether  there 
is  clinical  dissemination  of  the  disease  or  not. 
This  is  a step  I have  not  been  able  to  recom- 
mend. Castration  cures  no  patient;  it  suppresses 
persisting  disease.  The  radical  mastectomy  in  it- 
self can  be  anticipated  to  cure  80  to  90%  of  pa- 
tients with  no  axillary  metastasis.  Therefore,  this 
is  too  great  a price  to  pay,  that  is,  the  artificial 
menopause  for  the  already  cured  patient,  to  only 
bring  about  suppressive  therapy  in  the  patient 
who  has  disseminated  disease  of  unknown  mag- 
nitude. 

In  the  cancer  patient  with  disseminated  dis- 
ease, after  control  of  the  cancer  is  lost  with  the 


above  measures,  that  is  following  oophorectomy, 
androgens,  estrogens  and  cortico-steroids,  ad- 
renalectomy has  been  recommended.  Again,  this 
is  a radical  step  for  what  little  it  has  to  offer. 
It  is  known  that  there  is  aberrant  adrenal  tissue, 
disseminated  in  the  retroperitoneal  areas,  and 
this  is  tissue  that  cannot  readily  be  located.  Sim- 
ilarly, the  procedure  of  hypophysectomy  must 
be  questioned.  Pharyngeal  pituitary  cells  in  a 
functional  state  have  been  found  in  patients  sub- 
jected to  hypophysectomy,  obviously  this  again 
limits  the  potentialities  and  possibilities  of  the 
effectiveness  of  this  procedure.  Either  of  these 
procedures,  hypophysectomy  or  adrenalectomy, 
presents  a 9%  operative  and  post-operative  mor- 
tality. A regression  of  the  tumor  is  noted  in  30 
to  32%  of  the  cases  when  one  of  these  steps  is 
taken.  The  average  time  from  the  surgical  abla- 
tion of  that  endocrine  to  death,  that  is,  following 
adrenalectomy,  is  6V2  months;  it  is  comparable 
following  hypophysectomy.  The  results  are  very 
similar  whether  the  metastasis  have  been  to 
bone,  soft  tissue  or  viscera.  This  level  of  results, 
with  a mortality  of  roughly  10%,  seems  to  be  too 
ineffective  to  recommend  in  view  of  surgery  of 
this  magnitude.  One  of  the  strongest  proponents 
of  surgical  ablative  procedures,  particularly  ad- 
renalectomy, has  been  Dr.  Ian  G.  Macdonald  of 
Los  Angeles;  and  at  the  National  Cancer  Insti- 
tute meeting  he  admitted  that  probably  the  re- 
placement by  the  cortico-steroid  does  all  of  the 
work  that  these  operative  procedures  can  do. 
Consequently,  it  would  seem  that  medical  ad- 
renalectomy by  large  doses  of  cortisone  or  its 
more  refined  derivatives  is  the  desirable  proce- 
dure rather  than  recommending  additional  sur- 
gery of  this  magnitude  with  questionable  and 
limited  results. 

No  chemical  thus  far  studied  has  demonstrated 
a high  degree  of  activity  against  breast  tumors. 
Regression  rates  are  reported  between  0 and 
30%.  Their  margin  of  safety  is  very  narrow.  The 
difference  between  the  therapeutic  level  and 
toxic  level  is  that  between  1 to  1V2  or  1 to  3.  The 
latter  figure  is  for  Cytoxan  and  it  has  been  one 
of  the  more  ineffective  in  breast  cancer.  It  is  a 
narrow  margin  of  safety  and  we  nearly  always 
have  to  see  the  toxic  level  of  the  drug  attained 
before  therapeutic  effectiveness  can  be  acipiired. 
ThioTEPA  has  probably  had  the  greatest  clini- 
cal application  and  has  certainly  been  the  most 
widely  advertised  in  this  area.  It  should  be  re- 
served for  those  patients  who  do  not  respond  to 
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the  hormones.  However,  at  the  time  of  surgery 
it  is  probably  indicated,  although  its  use  and  ef- 
fectiveness is  not  completely  proven.  It  would 
seem  that  present  statistics  show  better  results 
by  the  administration  of  ThioTEPA  at  the  time 
of  radical  mastectomy  — probably  in  doses  of 
15  mg.  intravenously,  and  the  same  dosage  to  be 
given  on  the  first  two  days  postoperatively.  The 
initial  reports  would  indicate  that  the  recurrence 
rate  is  cut  down  50%  by  these  procedures.  That 
is  cutting  down  the  recurrence  rate  of  the  pa- 
tient without  axillary  metastasis  from  a level  of 
10-20%  to  5-10%  and  for  the  patient  with  axillary 
metastasis  from  60-70%  to  30-35%. 

Dr.  Bateman  has  been  a strong  proponent  of 
the  use  of  ThioTEPA  and  does  bring  an  inter- 
esting aspect  and  an  alteration  in  philosophy  in 
the  management  of  this  disease.  She  encourages 
that  we  manage  this  disease  as  if  it  were  a chron- 
ic illness  that  we  will  not  eradicate,  but  that  we 
will  suppress  over  a period  of  time.  She  uses 
ThioTEPA  both  directly  into  the  tumor  site  and 
intravenously,  at  weekly  intervals,  over  pro- 
longed periods  varying  her  dosage  somewhat, 
but  making  up  her  solution  at  10  mgs.  per  cc. 
Effective  suppressive  results  have  been  noted  in 
some  cases  by  this  procedure. 

Direct  anti-tumor  effect  with  the  chemothera- 
peutic agents  is  either  cytoxic  due  to  direct  ac- 
tion upon  already  present  nucleic  acids  or  anti- 
metabolic  due  to  inhibition  of  nucleic  acid  for- 
mation. 

Cytoxic  therapy  is  considered  particularly  for 
breast  carcinoma  if  there  is: 

1.  Malignant  effusion. 

2.  An  inflammatory  type  lesion. 

3.  Metastasis  to  soft  bone  and  tumors  of  rela- 
tively small  bulk. 

4.  Advanced  cases  that  are  not  responsive  to 
hormonal  therapy. 


Chemotherapy  is  less  effective  when  the  pre- 
dominant metastasis  is  to  bone. 

If  surgery  of  any  type  is  contemplated,  chemo- 
therapy should  not  be  so  intensive  as  to  produce 
a thrombocytopenia.  Further,  if  there  has  been 
recent  irradiation  therapy  or  simultaneous  irra- 
diation therapy,  there  is  a decreased  dose  toler- 
ance because  of  the  hematopoietic  depression. 

Nitrogen  mustard  was  the  first  of  the  drugs 
used  at  0.4  mgs.  per  kilogram  intravenously.  Tu- 
mor control  was  only  attained  in  6%  of  the  cases. 
If  it  is  used  as  an  intracavitary  drug,  it  is  used 
in  the  same  dosage  mixing  it  with  100  cc.  of 
normal  saline  solution  after  draining  off  the 
cavity.  The  position  of  the  patient  is  changed 
frequently  during  the  first  hour  after  injection. 
However,  during  the  first  48  hours  after  the 
injection,  there  may  be  rapid  reaccumulation 
of  fluid  which  necessitates  immediate  with- 
drawal of  that  fluid.  It  should  be  used  only  in 
those  patients  with  significant  symptoms  from 
their  effusion. 

ThioTEPA  shows  objective  improvement  in 
one-third  of  the  cases.  The  results  at  the  M.  D. 
Anderson  Hospital  have  not  equaled  those  that 
have  been  reported  by  Dr.  Bateman.  The  initial 
loading  dose  is  2.0  to  2.5  mgs.  per  kilogram 
during  a two  to  three  week  period.  This  is 
given  as  15  mgs.  every  second  day  until  the 
white  blood  cell  count  drops  to  3,000  or  less 
and  then  continued  at  a lesser  dosage  until  the 
total  loading  dose  is  obtained.  The  maintenance 
dose  is  10  to  15  mgs.  once  to  twice  per  week. 

5-Fluorouracil,  an  antimetabolite,  has  shown 
objective  regression  in  30%  of  the  cases.  How- 
ever, to  produce  a tumor  effect  almost  invariably 
there  must  be  toxicity  as  stomatitis,  diarrhea, 
and/or  leukopenia. 

Other  drugs  used  with  some  success  have  been 
Amethopterin  (28%  regression),  Nitromin  (27% 
regression)  and  Cytoxan  (25%  regression). 


Some  132  million  Americans  — 73  per  cent  of  the  civilian  population  — had 
health  insurance  at  the  end  of  1960,  the  Health  Insurance  Council  said  in 
reporting  the  results  of  its  15th  annual  survey  on  the  extent  of  voluntary  health 
insurance  coverage  in  the  United  States.  The  survey  is  based  on  reports  from 
insurance  companies.  Blue  Cross-Blue  Shield,  and  other  health  care  plans. 

From  Health  Insurance  Institute 
488  Madison  Avenue 
New  York  22,  New  York 
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Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


The  muscle  relaxant  with  an  independen  t pain-relieving  action 


Kestler  rei)orts  in  controlled  study:  Average 
time  for  7'estoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  IS,  April  30,  1960.) 


( carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages, 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D, 


Arizona  VIedicine 


December,  1961 


The  cigarette  that  made  the  Fitter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

© 1961  P.  LORILLARD  CO. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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. PXYTETRACYCLINE  WITH  GLUCOSAMINE 


confirmed  dependability  in  sinusitis  is  just  one  reason  why 


According  to  a recent  report* *  on  the  effectiveness 
of  Terramycin  in  io6  cases  of  upper  respiratory 
tract  infection:  “The  response  in  sinusitis  was  par- 
ticularly gratifying,  as  both  acute  and  chronic 
cases  were  controlled  within  an  average  of  five 
days.” 

“It  was  the  impression  of  the  hospital  staff  that 
oxy tetracycline  [Terramycin]  was  not  only  better 
tolerated,  but  more  effective  than  other  antibiotics 
habitually  used.” 

The  results  reported  in  this  and  many  other  stud- 
ies confirm  the  vitality  of  Terramycin  for  broad- 
spectrum  antibiotic  therapy  and  demonstrate  why 
— increasingly— the  trend  is  to  Terramycin. 


in  brier  I 


CAPSULES 


250  mg.  and  125  ?ng.  per  capsule 


convenient  initial  or  maintenance  therapy 
in  adults  and  older  children 


Science  for  the  world's  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

*Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily 
practice  is  based  on  its  broad  range  of 
antimicrobial  effectiveness,  excellent 
toleration,  and  low  order  of  toxicity.  As  with 
other  broad-spectrum  antibiotics, 
overgrowth  of  nonsusceptible  organisms  may 
develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility 
testing.  Glossitis  and  allergic  reactions  to 
Terramycin  are  rare.  Aluminum  hydroxide 
gel  may  decrease  antibiotic  absorption  and  is 
contraindicated. 

More  detailed  professional  information  available  on  request. 
another  reason  why  the  trend  is  to 
'Ten^.my cm— versatility  of  dosage  form: 

TERRAMYCIN  Syrup/ Pediatric  Drops 

125  mg.  per  tsp.  and  5 mg.  per  drop 
( 100  ?ng./cc.),  respectively — deliciously 
fruit -flavored  aqueous  forms  . . . 
preconstituted  for  ready  oral  adntinistration 
TERRAMYCIN  Intramuscular  Solution 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — the  broad- 
spectrum  antibiotic  for  immediate  intra- 
rtmsadar  injection  . . . conveniently 
preconstituted  . . . notably  well  tolerated  at 
injection  site  with  low  tissue  reaction 
ccmipared  to  other  broad-spectrum  antibiotics 
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5ot)ljfe(7ayiu(  So/m|a4i 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 

ARLINGTON,  CALIFORNIA  • M T.  VERNON,  OHIO 


Fibre-free 

HYPOALLERGENIC 

formula 

® Provides  balanced  nutritional  values. 

@An  excellent  formula  for  regular 
infant  feeding. 

® An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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in  Memorium 


Joseph  Bank,  M.  D. 


January  25,  1898  - May  16,  1961 


Joseph  Bank,  M.D. 


Joseph  Bank  will  be  missed  by  his  many 
friends,  patients  and  colleagues.  It  is  fortunate 
that  the  Joseph  Bank  Medal  was  established 
in  his  honor  during  his  lifetime.  This  award, 
established  by  the  Maricopa  County  Medical 
Society,  is  to  be  given  periodically  to  a phy- 
sician for  meritorious  and  outstanding  commun- 
ity service.  How  fitting  and  characteristic  this 
medal  shall  be. 

Joe  was  born  at  the  turn  of  the  century  in 
New  York  City.  He  received  his  M.D.  degree 
from  Jefferson  Medical  College  in  1921.  He 
became  associated  with  Henry  Bockus,  profes- 


sor of  gastroenterology  at  the  University  of 
Pennsylvania  Graduate  School  of  Medicine  and 
later  was  made  assistant  professor  in  the  spe- 
cialty at  the  graduate  school. 

In  1936,  Joe  came  to  Phoenix.  He  quickly 
became  a leader  in  medical  circles  and  com- 
munity activities.  He  helped  to  establish  the 
Blue  Cross  and  Blue  Shield  plans  here  in  Ari- 
zona. He  was  active  in  legislation  to  secure  the 
passage  of  laws  for  pasteurization  of  milk  and 
to  provide  for  quarantine  of  contagious  disease 
cases.  He  helped  to  organize  the  United  Jewish 
Appeal  as  well  as  the  Zionist  Organization  of 


Vol  18,  No.  12 


Arizona  Medicine 


39A 


America  in  Phoenix.  He  was  a board  member 
of  Temple  Beth  Israel  for  many  years. 

During  World  War  II  he  served  at  Beau- 
mont General  Hospital,  where  he  headed  the 
large  medical  section.  He  was  separated  from 
the  service  with  the  rank  of  lieutenant  colonel. 

Joe  Bank  was  certified  by  the  American  Board 
of  Internal  Medicine  in  1942.  He  was  a member 
of  the  American  College  of  Physicians  and  was 
president  of  the  Southwestern  Medical  Associa- 
tion. We  are  particularly  indebted  to  Joe  for 
his  calm  and  sage  advice  as  a long-time  active 
member  of  the  Board  of  Directors  of  the  Mari- 


copa County  Medical  Society.  Two  years  ago, 
he  was  named  the  American  representative  to 
the  International  Gastroenterology  Association. 
He  wrote  many  papers  on  the  digestive  tract 
and  was  author  of  the  section  on  the  examina- 
tion of  the  abdomen  in  the  Encyclopedia  of 
Medicine. 

The  list  of  medical  and  civic  accomplishments 
is  long  and  worthy.  But  in  addition,  he  \\as  a 
kindly  man,  a good  and  just  friend.  He  is  sur- 
vived by  his  wife,  Ruth,  and  twx)  sons,  David 
and  Daniel. 


jack  Brooks,  M.D. 


Guest  Ranch  Living 

in  this  friendly  Valley  of  the  Sun  resort  area 
lends  a vacation-like  atmosphere  to 
the  patient’s  stay  at  Camelback  Hospital. 
Peaceful  Camelback  Mountain,  standing  serenely 
above  the  surrounding  citrus  grove,  helps 

provide  a setting  to  exercise  a natural 


therapeutic  effect  on  patients  as  they 


enjoy 


the  well-rounded  recreational 


pr 


ogram. 


OTTO  L.  BENDHEIM, 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 
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The  Weeders,  Van  Gogh,  Bernard  Koehler  Collection,  Berlin 


ST  R A I N 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 


SEARLE 
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TOO  WELL  To  Stay  in  The  Hospital  . . . 
TOO  SICK  To  Go  Home  . . . 

If  your  PATIENT  is  in  this  category,  the  WHITE  ANGEL  INN 
is  the  answer  to  your  problem  of  convalescent  core. 

A New  Concept  In  Convalescent  Care  . . 


WHITE  ANGEL  INN 

1845  East  Thomas  Road 


The  ideal  place  to  speed  your  patient's  recovery  after  adequate  hospital  care. 

Attractive,  happy  surroundings,  old-fashioned  kindness,  plus  loving  considera- 
tion will  make  your  patient's  recovery  faster. 

Rehabilitative  care  for  elderly  or  handicapped  patients. 

Physical  therapy  service  directed  by  John  A.  Julian,  Registered  Physical  Ther- 
apist. 

Inhalation  therapy  for  IN  & OUT-PATIENTS  is  directed  by  the  well  known 
Mrs  Ruth  H.  Watson,  R.N.,  A.A.I.T. 

Registered  nurses  on  duty  at  all  times. 

Orderlies  available  for  male  patients. 

Homelike  cooking  by  women  cooks;  special  diets  supervised  by  qualified  dieti- 
lan. 

Rates  start  at  $12.50. 

Admittance  by  Doctors  of  Medicine  only. 

Our  facilities  are  recognized  by  the  Arizona  Industrial  Commission  for  the  ad- 
mission of  patients  upon  the  approval  of  the  attending  physician. 


White  Angel 
Inn 
Phone 
277-6651 


ETE 


CONVALESCENT 

□□  INN  □□ 


White  Angel 
Inn 
Phone 
277-6651 


SPECIAL  COUGH  FORMULA 


for  Children. 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 

Neo-Synephrine®  hydrochloride  . . 


5.0  mg. 
2.5  mg. 


Dosage: 

Children  from  6 months  to  1 year, 
1 /4  teaspoon;  1 to  3 years,  l/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 


How  Supplied: 

Bottles  of  16  fl.  oz. 


Exempt  Narcotic 


LABORATORIES 


Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 


(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 
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insurance 

UTY  CAPITAL  STOCK  I 

IFTTA  • PHOENIX,  ARl 


A LEGAL  R E S £ 

home  office 


nil  ICE  R GASKINS,  N 

MEoiCAL  DIRECTOR 


WEDICAL 


Duke  R 
Medica 


ISPITAL  BENEFIT  ASSURANCE  PLAN 
NTEED  RENEWABLE 


FOR  LIFE 


Offices  in: 
First  at  Willetta 


Phoenix,  Arizona 

456  N.  Country  Club  Dr. 

Mesa,  Arizona 

31  N.  Tucson  Blvd. 
Tucson,  Arizona 


Vol.  18,  No.  12 


Arizona  Medicine 


45A 


Topics  of  Current  Medical  Interest 


Barrow  Neurological  Institute* 


Ground  breaking  ceremonies  for  the  Barrow 
Neurological  Institute  took  place  on  the  grounds 
of  St.  Joseph’s  Hospital,  Phoenix,  Arizona,  on 
January  14th,  1961.  On  this  site  the  Institute 
will  be  constructed.  (Fig.  1) 

Gathered  at  these  ceremonies  were  dis- 
tinguished representatives  of  the  State  and  Mu- 
nicipal Government,  the  two  Universities  lo- 
cated in  Arizona,  Religion,  Hospital  Adminis- 
tration, Organized  Medicine,  Local,  State  and 
National,  Private  Philanthropy  and  Public  In- 
terests. The  remarks  made  by  these  representa- 
tives deserve  recording,  particularly  as  they  re- 
fer to  the  entire  project  of  constructing  this 
neurological  complex  from  the  original  idea  to 
the  soon  to  be  realized  goal  of  completion.  The 
proceedings  in  entirety  will  be  a permanent 
record  in  the  History  Archives  of  the  Institute. 
Gertain  quotations  of  the  speakers  serve  to 
construct  a word  picture  of  the  enormity,  com- 
plexity and  importance  of  the  project. 

Mr.  Gharles  A.  Barrow,  the  major  donor: 
“Over  seven  years  ago  we  had  a dream  and 
now  it  has  almost  reached  fulfillment.  The  future 
holds  forth  challenges  to  research.”  (Fig.  2) 

Sister  Mary  Placida,  Administrator  of  St. 
Joseph’s  Hospital,  Phoenix,  Arizona:  “Research 
is  usually  not  connected  with  a private  hospital 
— grants  are  given  to  universities  and  schools 
of  medicine  for  this  purpose.  We  are  going  to 
prove  that  a private  hospital  can  do  the  job  in 
research  just  as  well.” 

In  effect,  the  Institute  will  be  a memorial  to 
the  late  William  E.  Barrow  and  to  his  daughter- 

*The  material  constituting  the  proceedings  of  the  dedication 
was  collected  for  permanent  recording  by  Mrs.  Roberta  Hall, 
Chief  Librarian  of  the  Maricopa  County  Medical  Society.  The 
ceremonies  were  conducted  most  admirably  by  Dr.  Lindsay 
Beaton,  President,  Arizona  Medical  Association  and  this  article 
was  compiled  from  the  records  of  the  dedication  ceremonies  for 
the  present  publication  by  Dr.  Charles  W.  Elkins,  Neurosurgery 
Editor,  Arizona  Medicine. 


in-law,  Julia  H.  Barrow,  the  late  wife  of  Gharles 
A.  Barrow.  Mrs.  Julia  Barrow  succumbed  from 
a cerebral  oligodendroglioma  in  1959.  She  had 
been  under  the  care  of  Dr.  John  R.  Green  from 
1952  until  the  time  of  her  death.  Undoubtedly 
the  association  of  the  Barrow  family  with  the 
present  Director  of  the  Institute,  Dr.  Green, 
served  as  the  major  impetus  towards  the  be- 
ginning and  advancement  of  the  many  carefully 
laid  plans  which  will  be  culminated  when  the 
Institute  becomes  completed  in  1962.  Once  in 
operation  emphasis  will  be  placed  on  research 
and  education.  Both  public  and  private  patients 
will  be  treated  for  neurological  disorders. 

The  Right  Reverend  Msgr.  Robert  J.  Dona- 
hue, V.F.:  “Bless  we  beseech  You,  this  ground 
and  all  the  work  which  has  gone  before  this 
moment  by  countless  willing  hearts  and  able 
hands.” 

Dr.  Lindsay  E.  Beaton,  President,  Arizona 
Medical  Association:  “I  think  it  is  suitable  that 
a physician  stand  here  as  the  conductor  of  this 
celebration  because  he  can  perhaps  most  fittingly 
acknowledge  the  part  that  is  played  in  modern 
medicine  by  persons  other  than  physicians.  ” 

Here,  in  the  invocation  and  opening  remarks 
by  the  Ghairman  of  Geremonies  who  had  been 
introduced  by  Mr.  Thomas  Ghaunce)%  Execu- 
tive Vice  President  of  the  Neurological  Sciences 
Foundation,  is  recognition  of  the  many  indi- 
viduals and  of  the  many  faceted  problems  en- 
countered in  this  project. 

The  Hon.  Paul  Fannin,  Governor  of  Arizona: 
“It  is  a great  pri\ilege  for  me  to  ha\e  the 
opportunity  to  participate  in  this  ground  break- 
ing ceremony  which  brings  this  great  addition 
to  the  science  of  medical  arts  heve  in  our  state, 
and  the  tremendous  importance  of  this  venture 


Figure  I 

Proposed  Barrow  Neurological  Institute 


Figure  II 

Mr.  Chdries  A.  Barrow 
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brought  to  reality  should  be  realized  by  all  the 
people  of  our  state  and  throughout  the  nation.” 
The  Honorable  Sam  Maridan,  Mayor  of  Phoe- 
nix: “Our  population  is  close  to  450,090  people 
and  we  do  need  these  new  facilities.” 

Dr.  Robert  Nugent,  Executive  Vice  President, 
University  of  Arizona,  Tucson:  “This  is  indeed 
an  auspicious  occasion  which  makes  an  im- 
portant milestone  in  the  history  of  Arizona  and 
which  is  characteristic  of  the  magnificent  prog- 
ress which  our  state  has  made,  and  is  making, 
on  so  many  fronts.” 

The  two  officials  representing  state  and  local 
government  in  Arizona  and  the  representatives 
of  the  University  of  Arizona  quite  properly  em- 
phasized the  continued  growth  of  this  portion  of 
the  Southwest  and  by  logical  succession  this 
project  will  fit  into  its  e.xpanding  economy  and 
cultural  growth.  The  actual  initial  plans  for  the 
Neurological  Institute  were  formulated  in  De- 
cember of  1954. 

Rabbi  Albert  Plotkin,  Jewish  Churches: 
“Nothing  can  be  greater  in  our  time  than  to 
heal  the  wounds  of  a sick  humanity.” 

Dr.  Kermit  Long,  Phoenix  Council  of 
Churches:  “It  is  no  accident  that  the  church 

has  always  been  interested  in  the  healing  min- 
istry, for  whatever  concerns  the  welfare  of  per- 
sons concerns  the  activity  of  the  church.  Disease 
is  no  respecter  of  persons.  It  strikes  regardless 
of  race,  color,  creed  or  status  in  life.” 

The  Harrow  Neurological  Institute  will  be  non- 
secretarian  — disease,  it  is  realized,  knows  no 
religion.  It  crosses  all  lines  — race,  creed  and 
color  — and  affects  all  people  regardless  of  their 
material  wealth  or  lack  of  it. 

Mr.  J.  Frank  Octigan,  President  of  the  Nuero- 
logical  Sciences  Foundation:  “The  functioning 
the  Neurological  Sciences  Foundation  is  simple 
— it’s  a financial  one.  It  is  the  fiscal  right  arm 
of  the  Institute.” 

Dr.  Clarence  Salsbury,  Commissioner  of  the 
Arizona  State  Health  Department:  “I  doubt  if 
there  is  any  other  institution  of  this  kind  in 
Arizona  for  which  Hill-Rurton  funds  have  been 
used  up  to  the  present  time.  Rut  this  is  a very 
fine  beginning  for  the  use  of  such  funds  and  for 
the  use  of  such  purposes.” 

The  Neurological  Sciences  Foundation,  which 
is  made  up  of  prominent  Arizonans,  was  in- 
corporated in  1959  and  declared  a tax  exempt, 
nonprofit  organization  by  the  Department  of 
Internal  Revenue  in  I960.  This  Foundation  com- 


prises the  nucleus  of  many  public  spirited 
citizens  who  are  supporting  the  Neurological 
Institute.  Funds  for  the  Institute  were  to  a large 
extent  donated  by  the  Barrow  Family.  Federal 
matching  funds  ( Hill-Burton ) were  obtained  and 
also  contributions  were  received  from  the  Na- 
tional Institute  of  Health  Research  Facilities 
Division  and  from  the  Sisters  of  Mercy  of  St. 
Joseph’s.  The  Neurological  Sciences  Foundation 
is  committed  to  the  funding  of  the  research  and 
educational  programs  of  the  Neurological  In- 
stitute. 

Dr.  Robert  Price,  President  of  the  Maricopa 
County  Medical  Society:  “This  is  going  to  be 
a great  blessing  and  a great  stimulus  to  our 
community,  for  there  are  few  such  Institutes  of 
Neurological  Research  in  our  country  and  indeed 
in  the  world.” 

Dr.  Donald  Poison,  President  of  the  Medical 
Staff  of  St.  Joseph’s  Hospital:  “Heretofore  we 
have  been  dependent  on  other  states  for  medical 
education  and  for  medical  progress,  the  results 
of  research.” 

Dr.  Loyal  Davis,  Chairman,  Board  of  Re- 
gents, American  College  of  Surgeons:  “This  con- 
tribution to  the  elevation  of  the  care  of  the  ill 
patient  is  a project  which  furthers  the  high 
ideals  which  our  great  College  of  Suregons  has 
always  proclaimed.” 

Once  in  operation,  the  Institute  will  serve 
on  three  levels : ( I ) a center  for  treatment  of 
patients  suffering  from  various  organic  dis- 
orders of  the  nervous  system  (2)  as  a center 
for  basic  research  into  the  causes  and  treatment 
of  nervous  diseases  (3)  as  a training  center  for 
neurologists,  neurological  surgeons  and  related 
research  workers.  The  patient  and  his  problems 
are  rightfully  the  core  of  this  integrated 
twentieth  century  approach. 

Institute  activities  will  be  divided  into  fi\e 
major  divisions:  neurology,  neurosurgery,  neuro- 
pathology, neuroradiology  and  experimental 
neurology.  The  problems  of  neurological  patients 
cross  the  lines  of  the  major  cripplers  and  killers 
of  mankind.  These  killing  diseases  include 
“strokes,”  cancer,  brain  disorders  leading  to 
death  associated  with  childbirth,  and  accidents. 
Crippling  neurological  disorders  include  tho.se 
which  cause  mental  and  emotional  disorders, 
arteriosclerosis  of  the  ncr\'ous  s\stcm,  cpilcjis). 
Parkinsonism,  cancer  under  treatment,  cerebral 
palsy,  multiple  sclerosis  and  otlu'r  ilcgc'iu'rati\i‘ 
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diseases  of  the  nervous  system,  and  muscular 
dystrophy.  The  proper  diagnosis  and  treatment 
of  these  disorders  is  the  major  purpose  of  the 
Institute.  The  development  of  a team  of  clinicians 
and  research  workers  who  collaborate,  stimu- 
late and  exchange  ideas  about  the  nervous  sys- 
tem in  health  and  disease  is  the  basic  organiza- 
tion of  the  Institute. 

Dr.  John  R.  Green,  Director  of  the  Institute: 
“The  combination  of  an  exploding  population  in 
Arizona,  the  humanitarian  ideals  of  the  Barrow 
family,  outstanding  public  service  of  St.  Joseph’s 
Hospital,  a dedicated  medical  staff,  generous 
assistance  from  the  medical  profession,  national 
and  international  consultants,  architects  ( Mr. 
Ralph  Morton  and  his  associates ) and  The 
Neurological  Sciences  Foundation  — these  were 
the  basic  ingredients  for  the  creation  of  the 
Barrow  Neurological  Institute. 

“The  challenge  to  measure  up  to  this  opportun- 
ity is  recognized  by  all  of  us.  On  behalf  of 
the  clinical  and  the  scientific  staff,  present  and 
future,  I wish  to  express  our  appreciation  for 
the  support  that  has  been  given.  We  wish  to 
dedicate  our  combined  efforts  to  make  this  an 
outstanding  institution  to  treat  neurological  pa- 
tients, to  educate  young  men  and  women,  and 
to  do  research  in  neurological  sciences.”  (Fig.  3) 

The  ground  breaking  ceremonies  for  the  Bar- 
row  Neurological  Institute  were  concluded  with 
the  introduction  of  Mother  Monica,  representing 
the  Mother  House  of  the  Sisters  of  Mercy  and 
of  those  individuals  already  on  the  Staff  of  the 
Institute.  These  include: 

Dr.  Eduardo  Eidelberg,  M.D.,  at  the  present 
time  Associate  Research  Professor  of  Anatomy 
at  the  University  of  California  in  Los  Angeles, 
who  will  be  Chairman  of  Experimental  Neur- 
ology at  this  Institute. 

Dr.  James  W.  Kernohan,  M.D.,  presently 
Senior  Consultant  in  Pathology  in  the  Mayo 
Clinic  and  Foundation  who  will  be  Chairman 
of  Neuro-Pathology  at  the  Institute. 

Other  members  of  the  present  medical  staff 
who  were  introduced  were  Dr.  Harry  F.  Steel- 
man, Dr.  Hal  W.  Pittman,  Dr.  Betty  Clements, 
Dr.  John  A.  Eisenbeiss,  Dr.  William  Helme,  Dr. 
E.  Thornton  Pfeil,  Dr.  George  Hoffman,  Dr.  John 
Schramel,  Dr.  Kenneth  Rew,  Dr.  James  Riordan, 
Dr.  Robert  Flynn,  Dr.  John  Hancock,  Dr.  Onie 
Williams,  Dr.  Lorel  Stapeley,  Dr.  Frank  Mann, 
Dr.  George  B.  Kent,  Jr.,  Dr.  Heinz  F.  Hoenecke 


Figure  III 

John  R.  Green,  M.D.,  Director 
Barrow  Neurological  Institute 


and  Dr.  Richard  E.  McGovern. 

Dr.  Lindsay  E.  Beaton:  “In  the  literature  of 
the  ancient  and  of  the  Renaissance,  the  man 
who  was  a patron  deserved  an  equal  place  with 
the  artist  or  the  scientist  whose  works  he  made 
possible.” 

Mr.  Charles  A.  Barrow,  together  with  other 
members  of  the  family,  has  contributed  well  over 
a million  dollars  to  make  possible  the  construc- 
tion of  one  of  the  most  modem  complete  neuro- 
logical units  of  its  kind  in  the  world.  May  the 
Institute  grow  and  prosper  and  from  the  minds 
of  its  workers  arise  the  solution  of  many  prob- 
lems which  at  the  present  time  seem  perplexing. 
By  coordination  of  activities  and  integration  of 
ideas  in  this  type  of  institution  will  these  prob- 
lems be  solved. 

Msgr.  Donahue:  “Grant,  we  beseech  Thee, 
that  what  we  are  starting  to  build  for  the  glory 
of  Thy  name,  may  by  the  ever  present  aid  of 
Thy  fatherly  wisdom  be  brought  to  comple- 
tion.” 


Charles  W.  Elkins,  M.D. 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  g r o u p - j u cl  g m e n t of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 


■# 

•# 

# 

# 

♦ 

# 

# 

•# 

■# 

# 

# 

# 

•# 

# 

# 


TRUST  DEPARTMENT 

Securily  Ihiilcling,  Phornix 


Resources  $684  Million 

MEMBER  E i:  O t.  R*  A I O C P O S T T INSURANCE  C.  c>  R I'  O R A T I O N 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

O/VtAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request. 


DOUCHE 

POWDER 

Buffered  to  control  a 
normal  vaginal  pH. 

P.A.F.'s  low  surface  ten- 
sion increases  penetra- 
tion into  the  vaginal 
rugae  and  dissolution  of 
organisms  including  tri- 
chomonas and  fungus. 


P.A.F.'s  high  surface  activity  liquifies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 


Non-irritating, 

non-staining. 


No  offensive 
after-odor. 


For  Refreshing  Feminine  Daintiness . 


G.  M.  Case  Laboratories  — San  Diego,  Calif. 


POST-EZE  SYSTEMS  ARE  ^ 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE- PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

^ PnSTSSi^  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 

(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 

ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 


PRINTING  - LITHOGRAPHY  - ROTARY 


MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


WAY  LAND 

PRESCRIPTION  PHARMACIES 

TWO  CONVENIENT  LOCATIONS 

NORTH  CENTRAL  MEDICAL  BLDG. 

2021  N.  Central 
And 

PROFESSIONAL  BUILDING 
13  E.  Monroe 

Phoenix,  Arizona 

C/TY  W/Df  DELIVERY 


Vol  18,  No.  12 


Arizona  Medicine 


51A 


Reprints 

Cancer  Chemotherapeutic  Agents 

David  A.  Karnofsky,  M.D. 


SPECIFIC  AGENTS  USED  IN  CANCER  CHEMOTHERAPY 


Principal 

Acute 

Route  of 

Usual 

Toxic 

Major  Late 

AGENTS 

Administration 

Dose 

Signs 

Toxic  Manifestations 

Androgen 

Testosterone  propionate 

I.M. 

.50-100  mg.  3 X weekly 

None 

Fluid  retention,  masculinization. 

X 

Fhioxymesterone 

o 

(Halotestin®) 

Oral 

10-20  mg.  daily 

< 

Estrogen 

Cl 

Diethylstilbestrol 

Oral 

1-.5  mg.  3 X daily 

Occasional 

z 

Ethinyl  estradiol 

<c 

(Estinyl®) 

Oral 

0. 1-1.0  mg.  3 X daily 

N.  & V» 

Fluid  retention,  feminization,  uterine 

Progesterone 

bleeding. 

a 

Hydroxyprogesterone 

z 

caproate 

a 

(Delalutin®) 

I.M. 

500  mg.  3 X weekly 

None 

0 

Adrenal  Cortical  Compounds 

5 

Cortisone  acetate 

Oral 

50-300  mg.  daily 

o 

Hydrocortisone  acetate 

Oral 

50-200  mg.  daily 

None 

Fluid  retention,  hvpertension  diabetes, 

o 

Prednisone 

increased  susceptibility  to  infection. 

Q 

(Meticorten®) 

Oral 

20-100  mg.  daily 

Adrenocorticotropic 

o 

Hormone 

(ACTH) 

I.V. 

25-50  mg.  by 

None 

H 

I.M. 

continuous  infusion 

’0-20  mg.  every  3 hrs. 

Iodine 

> 

(1131) 

Oral 

100-200  me. 

None 

Myxedema,  bone  marrow  depression. 

I.V. 

renal  damage. 

Phosphrous 

(P32) 

Oral 

3-7  me. 

None 

Bone  marrow  depression. 

2o 

I.V. 

qH 

Gold 

(All)98) 

Intrapleur. 

75  me. 

None 

Bone  marrow  depression. 

kE£ 

Intrabd. 

7.5  me. 

Methylbis  (B-Chloroethyl) 

Amine  HCI 

o 

(HN2,  Mustargen®) 

I.V. 

0.4  mg./kg. 

N.  & V. 

z 

Single  or 

H 

Divided  Doses 

< 

Chlorambucil 

(Leukeran®) 

Oral 

0. 1-0.2  mg. /kg. /day 

None 

Therapeutic  doses,  moderately  depress 

a 

Cyclophosphamide 

peripheral  blood  cell  count;  excessive 

<c 

(Endoxan,  Cytoxan®) 

I.V. 

3.5-.5.0  mg. /kg. /day  x 10 

N.  & V. 

doses  cause  severe  l)one  marrow  de- 

a 

(40-60  mg./kg. 

pression  with  leukopenia,  thrombocy- 

<c 

Single  close) 

toirenia,  and  bleeding.  Maximum  toxic- 

z 

Oral 

No  Estab.  Dose 

icy  may  oeem-  two  or  three  weeks  after 

o 

Triethylene  Melamine 

last  dose.  Dosage,  therefore,  must  be 

H 

(TEM) 

I.V. 

0.04  mg./kg.  X 3 

Occasional 

carefullv  controlled.  Alopecia  occurs 

o 

Oral 

20-40  mg.  in  1 mo. 

N.  & V. 

occasionally  with  cyclophosphamide. 

z 

Triethylenethiophosphora- 

mide 

Oral 

.5-10  mg. /day 

None 

>rz 

(TSPA,  ThioTEPA®) 

I.V. 

0.2  mg.Ag.  X .5 

1 ,4-dimethanesulfonyloxy- 

Oo 

butane 

(Biisulfan,  Myleran®) 

Oral 

2-8  mg. /day 

None 

150-2.50  mg. /course 

4-Amino-NJ®-methylpteroyl- 

C/5 

X 

glutamic  acid 
(Amethopterin, 

Oral  and  digestive  tract  idcerations; 

H 

Methotrexate®) 

Oral 

2. .5-5.0  mg. /day 

None 

bone  marrow  depression  with  leuko- 

J 

4-Aminopteroylglutamic 

penia,  thrombocytopenia,  and  bleed- 

O 

acid 

ing. 

P3 

(Aminoirterin) 

Oral 

0.25-1.0  mg. /day 

H 

6-Mercaptopurine 

Therapeutic  doses  usual !>■  well  toler- 

X 

(6-MP,  Purinethol®) 

Oral 

2.5  mg. /kg. /day 

None 

ated;  excessi\'e  doses  cause  bone  mar- 

S 

6-Thioguanine 

row  depression. 

(6-TG) 

Oral 

2.5  mg. /kg. /day 

Stomatitis,  nausea,  GI  injury,  bone 
marrow  depre.ssiou. 

Z 

5-FIuorouracil 

<c 

(5-FU) 

I.V. 

15  mg. /kg. /day  x 3-5 

None 

Urethane 

Oral 

2-4  gm.  daily 

N.  & V. 

Bone  marrow  depression. 

Potassium  arsenite 

Diarrhea,  Nomiting,  skin  eruptions. 

o 

(Fowler’s  solution) 

Oral 

0. 2-1.0  cc.  daily 

None 

p 

Actinomycin  D 

I.V. 

15  gamma /kg. /day  x 5 

N.  & V. 

sSloinatitis,  C»I  disturbauci's.  alopecia. 

Q 

bone  marrow  depression. 

CJ 

None 

.Mopecia,  bone  marrow  depression. 

C/5 

Demecolcin 

Oral 

5-8  mg. /day 

Skin  enii)tions,  diarrhea,  mental  de*- 

N.  & V. 

o-p,’DDD 

Oral 

2-10  gm./day 

pression,  muscle  trcMuors. 

Reprinted  by  permission  from  the 

March-April 

1961  issue  of  GA,  a Gancer 

journal  for 

Glinicians  published  b\-  the  .\meriean 

Cancer  Society,  Inc 


52A 


Arizona  Medicine 


December,  1961 


NEOPLASTIC  DISEASES  RESPONDING  TO  CHEMOTHERAPY 


DIAGNOSIS 

Polyfunctional 

Alkylating 

Agents 

Antimetabolities 

Radioactive 

Isotopes 

Steroid 

Hormones 

Miscellaneous 

Drugs 

RESULTS 

Leukemia 

Acute,  Children 

6-MP 

Amethopterin 

Adrenal 

Cortical 

Hormones 

70%  bone  marrow  improvement;  50% 
patients  live  one  year  or  longer. 

Acute,  Adults 

6-MP 

Amethopterin 

Adrenal 

Cortical 

Hormones 

15-2-5%  improved  for  several  months 
or  longer. 

Chronic  Myelocytic 

Myleran® 

HN2 

6-MP 

p32 

Demecolcin 

Urethane 

Fowler’s 

solution 

Patients  maintained  in  good  condition 
during  maior  portion  of  disease;  life 
occasionally  prolonged. 

Chronic  Lymphatic 

Chlorambucil 

TEM 

p32 

Adrenal 

Cortical 

Hormones 

Patients  maintained  in  good  condPion 
during  maior  portion  of  disease;  life 
occasionally  prolonged. 

Hodgkin’s  Disease 

Chlorambucil 

HN2 

TEM 

Adrenal 

Cortical 

Hormones 

Occasional  favorable  resnonse,  but  no 
definite  prolongation  of  life. 

Lymphosarcoma 

Chlorambucil 

HN2 

TEM 

Adrenal 

Cortical 

Hormones 

Occasional  favorable  response,  but  no 
definite  prolongation  of  life. 

Multiple  Myeloma 

p32 

1131 

Adrenal 

Cortical 

Hormones 

Urethane 

Symptomatic  relief  in  about  -50%  of 
cases,  and  objective  hematological  im- 
provement in  1.5%. 

Polycythemia  Vera 

Myleran® 

TEM 

HN2 

p32 

Prolonged  clinical  remissions,  particu- 
larly with  P82. 

Carcinoma  of  Lung 

HN2 

TEM 

Brief  improvement  in  about  50%  of 
cases. 

Carcinoma  of  Ovary 

TEM 

HN2 

5-FU 

-30  to  .50%  of  cases  improved  for  one 
to  three  months,  sometimes  longer. 

Carcinoma  of 
Thyroid 

1131 

Frequently  marked  improvement  in 
properly  selected  cases. 

Carcinoma  of 
Breast 

TEM 

HN2 

Estrogens 

Androgens 

Adrenal 

Cortical 

Hormones 

20  to  50%  improved  by  hormonal 
therapy;  life  may  be  prolonged  in  some 
cases. 

Carcinoma  of 
Endometrium 

Delalutin 

35%  regression  reported. 

Carcinoma  of 
Prostate 

Estrogens 

80%  of  cases  respond  to  horr^onal 
therapy;  definite  prolongation  of  life. 

Wilms’  Tumor 

HN2 

Actinomycin 

D 

Temporary  regression  with  30%  pul- 
monary metastases. 

Choriocarcinoma, 

Female 

HN2 

Amethopterin 

80%  respond,  of  whom  30%  show 
“permanent”  regression. 

Carcinoma  of  Colon 

5-FU 

15%  respond  for  several  months. 

Carcmoma  of 
Adrenal 

o,p’DDD 

Tumor  regression  and  decrease  in 
hyperadrenocorticism  in  selected  cases. 

Carcinoma  of  Testis 

Chlorambucil® 

Amethopterin® 

Actinomycin 

D» 

35%  of  patients  show  a favorable  and 
sometimes  prolonged  response. 

Miscellaneous 
Carcinomas  and 
Sarcomas 

HN2 

TEM 

Chlorambucil 

Cyclophos- 

phamide 

Adrenal 

Cortical 

Hormones 

In  rare  instances,  favorable  responses 
occur. 

“Given  in  Combination 

REGIONAL 

CANCER 

CHEMOTHERAPY 

Carcinoma  in 
Facial  Areas 

Amethopterin 
-|-  Citrovorum 
Factor 

(Intraarterial 

infusion) 

Favorable  response  of  tumors  supplied 
by  external  carotid  artery. 

Tumors  of  the 
Extremities 

HN2 

(extra- 

corporeal 

perfusion) 

Response  in  selected  cases. 

Pleural, 

Pericardial  and 

Abdominal 

Effusions 

HN2 

(local 

instillation  into 
appropriate 
cavity) 

Au198 

CrPaaO-* 

(local 

instillation  of 
drug  into 
appropriate 
cavity) 

About  2.5  to  50%  of  patients  respond. 

Leukemic 

Involvement 
Central  Nervous 
System 

Amethropterin 

(intrathecal 

injection) 

About  80%  of  children  with  CNS  in- 
volvement respond  temporarily. 

Vol.  18,  No.  12 


Arizona  Medicine 


53A 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  tlie  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

7ke  ^fahkiin  a 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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- V GLASSIFIE 


POSITION  OPEN 

Nurse  Anesthetist,  CRNA  preferred,  70  bed  hos- 
pital in  Northwestern  Montana.  Excellent  oppor- 
tunity, liberal  benefits.  Salary  open.  Contact  Ad- 
ministrator; Kennedy  Deaconess  Hospital;  Havre, 
Montana. 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


ROBERT  L.  BEAL,  M.D. 


OTTO  L.  BENDHEIM,  M.D. 


T.  RICHARD  GREGORY,  M.D. 


HAROLD  E.  McNEELY,  Ph.D. 


ROBERT  C.  SHAPIRO,  M.D. 


WILLIS  L.  STRACHAN,  M.D. 


IRENE  M.  JOSSELYN,  M.D. 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


PHOENIX  18,  ARIZONA 
AM  4-A111 
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Future  Medical  Meetings  and  Postgraduate  Education 


REGIONAL  MEETINGS 
Winter  & Spring,  1961-62 


December  26-31,  1961 

128th  Meeting,  American  Association  for  the 
Advancement  of  Science 
Denver,  Colorado 
February  20-23,  1962 

Colorado  State  Medical  Society 
Midwinter  Clinical  Session 
Denver,  Colorado 
March  1-3,  1962 

University  of  Utah  College  of  Medicine 
Postgraduate  Course  — Obstetrics 
Salt  Lake  City,  Utah 
March  15-17, 1962 
Tenth  Annual  Cancer  Seminar 
Arizona  Division 
American  Cancer  Society 
Phoenix,  Arizona 
March  26-June  7,  1962 
Colorado  University  Medical  School 
Postgraduate  Course  — Surgical  Anatomy 
Denver,  Colorado 
April  2-5,  1962 

Southwestern  Surgical  Congress 
Albuquerque,  New  Mexico 
April  6-13,  1962 

American  Academy  General  Practice 
Annual  Meeting 
Las  Vegas,  Nevada 
April  24-28,  1962 
Arizona  Medical  Association 
Scottsdale,  Arizona 
April  27-28,  1962 
Western  Colorado  Spring  Clinic 
Grand  Junction,  Colorado 
May  9-11,  1962 
New  Mexico  Medical  Society 
Annual  Meeting 
Hobbs,  New  Mexico 
June  27-30,  1962 

Idaho  State  Medical  Association 
Sun  Valley,  Idaho 


AMERICAN  ASSOCIATION  FOR  THE 
ADVANCEMENT  OF  SCIENCE 

Annual  Meeting 
December  29-30,  1961 
Hilton  Hotel 
Denver,  Colorado 


MAN  AND  CIVILIZATION; 
CONTROL  OF  THE  MIND II 

The  University  of  California  School  of  Medi- 
cine and  the  Department  of  Continuing  Edu- 
cation in  Medicine  and  Health  Sciences  an- 
nounces its  second  symposium,  “Man  and  Civili- 
zation; Control  of  the  Mind  — II.”  This  interna- 
tional symposium  will  be  held  at  the  LTniversity 
of  California  Medical  Center,  San  Francisco, 
California,  January  26-29,  1962. 


INTERNATIONAL  MEDICAL-LEGAL 

SOCIETY 

Announces  its 

Second  Postgraduate  Seminar 
February  19-23,  1962 
Honolulu,  Hawaii 


THE  NEW  ORLEANS 
GRADUATE  MEDICAL  ASSEMBLY 

Tlie  twenty-filth  annual  meeting  of  tiu'  New 
Orleans  Graduate  Medicid  .Assembly  will  be  lu'ld 
March  12-15,  1962  at  The  Uoosc\clt  Hotel.  A 
clinical  tour  to  the  Mediterranean  lollows  the 
New  Orleans  Meeting. 
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ARIZONA  HEART  ASSOCIATION 
Fifth  Annual  Cardiac  Symposium 

January  26-27,  1962 

ARIZONA  BILTMORE  HOTEL 
Phoenix,  Arizona 


FRIDAY,  JANUARY  26,  1962 
8:00-  9:00  a.m.  Registration  — Lobby  Entrance 

9:00-  a.m  Greeting  by  Dr.  Shaw  McDaniel,  Phoenix,  President,  Arizona  Heart  Association 
9:15-  9:55  a.m.  External  Cardiac  Massage  and  Defibrillation 
Dr.  Alfred  Rlalock,  Raltimore,  Alaryland 
Changing  Concepts  of  Heart  Failure 
Dr.  James  V.  Warren,  Columbus,  Ohio 
50  a.m.  Intermission  — Visit  Exhibits 

30  a.m.  Effects  of  Potassium-Glucose-Insulin  Treatment  on  the  Electrocardiographic 
Signs  of  Myocardial  Infarction 

Obstruction  and  Regurgitation  — The  Physician  and  Physicist 
Dr.  Hans  H.  Hecht,  Salt  Lake  City,  Utah 
00  p.m.  Luncheon  at  the  Poolside 

40  p.m.  The  Long  Term  Alanagement  of  Coronary  Artery 
Dr.  James  V.  Warren,  Columbus,  Ohio 
Recurrent  Problems  in  Atrial  Eibrillation 
Dr.  Hans  H.  Hecht,  Salt  Lake  City,  Utah 
35  p.m.  Intermission 

30  p.m.  Panel  Discussion  of  Current  Cardiovascular  Problems 
Dr.  Robert  N.  Class  and  Dr.  Earl  J.  Raker,  Moderators 


9:55-10:35  a.m. 


10:35-10: 

10:50-11: 


11:35-12:15  p.m. 


12:30-  2: 
2:00-  2: 


2:40-  3:20  p.m. 


3:20-  3: 
3:35-  4: 


SATURDAY, 
8:30-  9:30  a. 
9:30-  a 
9:45-10:25  a. 


.m. 

m. 


10:25-11:05  a.m 


11:05-11:20  a, 
11:20-12:00  a, 

12:00-  2:00  p 

2:00-  2:40  p 
2:40-  3:20  p 

3:20-  3:35  p 
3:35-  4:30  p 


JANUARY  27,  1962 
m.  Registration  continued  — Lobby 

Greeting  by  Dr.  Harold  J.  Rowe,  President-elect,  Arizona  Heart  Association 
A new  Classification  of  Alyocardial  Infarction 
Dr.  Demetrio  Sodi  Pallares,  Alexico,  D.E. 

Recent  Developments  in  our  Knowledge  of  Syncope 
Dr.  James  V.  Warren,  Columbus,  Ohio 
Intermission 

Comparative  Studies  on  Altitude  Physiology  — An  Everyday  Lesson 
Dr.  Hans  H.  Hecht,  Salt  Lake  City,  Utah 
Luncheon 

Bilateral  Bundle  Branch  Block  — Dr.  Demetrio  Sodi  Pallares,  Mexico,  D.E. 
Recent  Advances  in  Cardiovascular  Surgery 
Dr.  Alfred  Blalock,  Baltimore,  Maryland 
Intermission 

Panel  Discussion  of  Current  Cardiovascular  Problems 
Dr.  George  W.  King  and  Dr.  Arthur  R.  Nelson,  Aloderators 


m. 

m. 

.m. 

.m. 

.m. 

.m. 

.m. 


The  Dallas  Southern  Clinical  Society 

Spring  Clinical  Conference 
March  19-21,  1962 
Statler  Hilton  Hotel 
Dallas,  Texas 


10th  ANNUAL  CANCER  SEMINAR 

of  the  Arizona  Division 
AMERICAN  CANCER  SOCIETY 
in  conjunction  with 
National  Science  Writers  Seminar 
March  15-17,  1962  — Phoenix,  Arizona 
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DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASS'N. 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 


HILLCREST  MEDICAL  CENTER,  INC. 

Established  1921 

• General  Medical  • Orthopedic  • Acute  or  Chronic 

• Post-Operative  • Geriatric  • Convalescent 

• Non-Sectarian  • Medical  Doctor  of  your  choice 

LISTED  by  American  Hospital  Association 

24  Hr.  Professional  Nursing  — R.N.'s  on  all  shifts. 
Phone:  MA  3-7591 

1501  N.  3rd  Ave.  Tucson,  Arizona 

Alberta  M.  Lovett,  President 
Charles  H.  Schmid,  Treasurer 
Katharine  C.  Schmid,  Director,  Admission-Patient  Services 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hou/s  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics 
• Television  • 24  Hour  Nursing  Care 


• Excellent  Food 
802  N.  7th  St. 


• State  Licensed 


Phoenix,  Arizona 
Telephone  AL  3-2592 


PHARMACY  DIRECTORY 


Your  Prescription  Store 


DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


n call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 
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LABORATORIES 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D. 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 
BLAND  GIDDINGS,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 
E.  LAWRENCE  GANTER,  AA.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


1130  B.  McDowell  Rd. 


Phoenix,  Arizona 


Phone  AL  8-1 601 


Information,  Price  Lists  and  Mailing  Containers  upon  request. 


iHedicai  Center  anef  Clinical  Xalfpratpr^ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

Prp^eA^hnal  X-^aif  and  Clinical  XalteraUnf 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 

Martin  L.  List,  M.D.,  Radiologist  George  A.  Gentner,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 

Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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PHYSICIANS’  DIREGTORT 


ALLERGY 


E.  A.  GATTERDAM,  M.D. 

American  College  of  Allergists 
Academy  of  Allergy 

American  College  of  Chest  Physicians 

15  E.  Monroe  St.,  Professional  Building 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Pediatric  Allergy 

HOWARD  M.  PURCELL,  JR.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  of  Pediatrics 
American  College  of  Allergists 

122  W.  McDowell  Rd.  PHOENIX,  ARIZONA 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  8.  ENDOCRINOLOGY 

706  Professional  Building 
15.  E.  Monroe  — Phoenix,  Arizona 
Phone  Alpine  2-3577 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 
F.A.C.S  .F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 

A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 


THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 
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Plastic  and  Reconstructive  Surgery 

SPEECH  PATHOLOGY 

CLARE  W.  JOHNSON,  M.D.,  F.A.C.S.,  F.I.C.S 

ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGIST 

Dipiomate  of  the 

American  Board  of  Plastic  Surgery 

Advanced  Member 

American  Speech  and  Hearing  Association 
Diagnoses  Speech  and  Swallowing  Therapy 
240  W.  Osborn  Rd.  Phone  AM  5-0071 

Park  Central  North  — 461  W.  Catalina  Dr. 

Phoenix,  Arizona 

Phone  CR  4-5713  — Phoenix,  Arizona 

RADIOLOGY 

PROCTOLOGY 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  GEORGE  A.  GENTNER,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

Park  Central  Medical  Bldg. 
Phone  CR  4-5632 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

550  W.  Thomas  Road  — 216  Patio  B 

Phoenix,  Arizona 

Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Dipiomate  of  American  Board  of  Radiology 

E.  LAWRENCE  GANTER,  M.D. 

Dipiomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rr. 

Telephone  ALpine  8-1601  Phoenix,  Arizona 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 

- , , 

PSYCHIATRY 

SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

CARL  BREITNER,  M.D. 

Psychiatry 

123  South  Stone  Avenue 
Tucson,  Arizona 

AL  2-9108 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

1515  N.  9th  St.  Phoenix,  Arizona 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 

DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 

AM  6-0630 

550  W.  Thomas  Road 
Phone  CRestwood  4-2081 

224  E.  Thomas  Rd.  Phoenix,  Arizona 

Phoenix,  Arizona 
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Abbott  Laboratories  9A,  lOA,  18A,  19A 

Ames  Co.,  Inc Inside  Back  Cover 

Arizona  Highways  Magazine  53 A 
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Bristol  Laboratories  14A,  15A 
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Butler’s  Rest  Home  57A 
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Case,  G.  M.  Laboratories,  Inc 50A 

Classified  54A 

Doctor’s  Directory  57A 


National  Casualty  Co 49A 

Nurse’s  Directory  57A 


Parke-Davis  & Co Inside  Front  Cover,  lA 


P.B.S.W.,  Co 62A 

Pfizer  Laboratories,  Inc 35A,  36A 
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Pharmacy  Directory  57A 

Physicians  Casualty  Association  50A 

Robins,  A.  H.  & Co 12A 

Roche  Laboratories  21 A 

Rocky  Mountain  Pharmacal  8A 

Ryan  Evans  Drugs 54A 


Franklin  Hospital  53 A 

Hllcrest  Medical  Center 57A 

Hobby  Horse  Ranch  School  53 A 

H.B.A.  Life  Insurance  Co 44A 

Lederle  Laboratories 26A 

Lilly,  Eli  & Co Front  Cover,  16A 

Loftins  Business  Forms  50A 

Loma  Linda  Food  Co 37A 

Lorillard,  P.  & Co 34A 

Mead  Johnson  & Co Back  Cover 


Sanborn  & Co 20A 

Sardeau  & Co 22A 

Saunders,  W.  B.  & Co HA 

Searle,  G.  D.  & Co 41 A 

Upjohn,  The  Co 23 A 


Valley  National  Bank 49A 

Wallace  Laboratories  4A,  33A 

Wayland  Drugs 50A 

White  Angel  Inn  42 A 

Winthrop  Laboratories 2A,  13A,  17A,  43A 


THE  NEW  ROYAL  ELECTRIC 

The  new  Royal  Electric  design  is  more  practical  and  functional 
than  ever.  A computer-like  keyboard  gives  the  typist  greater 
convenience,  efficiency  and  speed.  The  new  carriage  unit  reacts 
with  split-second  accuracy  and  all  controls  are  centralized  on 
top  within  easy  reach  of  the  operator.  Only  Royal  offers  so  many 
convenient  and  time-saving  extras  such  as  Magic  Margin,  Line 
Meter,  Twin-Pak  Ribbon  and  a complete  selection  of  automatic 
repeat  controls. 

The  new  Royal  has  the  lightest,  most  uniform  touch  of  any  elec- 
tric. It  can  be  varied  to  suit  each  typist.  This  Touch  Control 
plus  Royal’s  uniform  key  dip  on  each  row  promotes  better  typing 
rhythm,  lessens  finger  fatigue  and  increases  speed. 

The  new  Royal  produces  printwork  unmistakably  superior  to  that 
of  any  other  electric.  The  result  being:  1.  a more  clearly  etched 
letter;  2.  a more  uniform  inking  of  each  character;  3.  a more 
accurate  alignment  of  letters  and  words. 


OFFICE  EOOIPMENI  CENFER 


801  W.  Indian  School  Rd.  * Phoenix,  Ariz. 

am  4-4141 


IN  FUNCTIONAL  6.1.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCGRDmO  TO  THE  NEED 


DECHOUN-BB 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts ...  and  also  relieve  both  smooth-muscle  spasm  and 


biliary/intestinal  stasis 

butabarbital  sodium 15  mg.  (’A  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  ('/e  gr.) 


DEGHOLir 
with  Belladonna 

Hydrocholeretic  — Antispasmodic  ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  flA  gr.) 


DECHOLIN 

Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract ...  by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Avertii’f  (iiliilt  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Dechomn  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Deciiolin  with  Belladonna  and  DECnot  in-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  OECiiot  tN  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Deciioi  tw  with  Belladonna  and  DECtioi  in-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  DECitot  tN-BB  for  evidence  of  baibittirate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  DECMOLtN-BB,  in  bottles  of  100  tablets;  Dechoi  in  with  Belladonna  and  DECiiot  in,  in  bottles  of 
100  and  500.  "tn 


AMES 

COMPANY.  INC 
Elkhort  • Indiona 
Toronlo  • Conodo 


University  of  California 
Medical  Center  Library 
3rd  & Parnassus 
San  Francisco  Caiif. 

Now... two  new  products  to  supply 
the  iron  infants'  and  children'  need 
at  the  ages  they  need  it 

TRI-n-S0£ 

VITAMIN  DROPS  WITH  IRON 

DECA-n-SOE 

GHEWARLE  VITAMINS  WITH  IRON 

These  two  new  formulations— one  for  infants,  one  for  older  children 
— are  distinctive  additions  to  the  present  line  of  Vi-Sol®  vitamins, 
thereby  providing  the  choice  of  Tri-Vi-Sol  drops  with  and  without 
iron  and  Deca-Vi-Sol  chewable  vitamins  with  and  without  iron. 
Both  new  products  taste  good.  The  packaging  carefully  limits 
elemental  iron  to  a total  of  500  mg.  per  bottle.  Nevertheless,  the 
bottles  should  be  kept  out  of  the  reach  ot  children. 

Tri-Vi-Sol  vitamin  drops  with  iron.  Each  0.6  cc.  daily  dose  supplies  10  mg. 
elemental  iron  plus  safe,  rational  amounts  of  \itamins  C,  D and  A.  Supplied 
in  bottles  of  30  cc. 

Dcca-Vi-Sol  chewable  vitamins  with  iron.  Each  chewable  tablet  supplies  10  mg. 
elemental  iron  and  safe,  rational  amounts  of  C,  1)  and  A plus  seven  significant 
li  vitamins.  Sup|rlicd  in  bottles  of  50  chewal)le  tablets. 

Itibliogmpliv:  (1)  Jacobs,  I.:  Ca>  (Jan.)  l!)b().  (2)  Sluilnian,  I.:  J..\.M..\.  ;75:I  18-12;? 

(Jan  1-1)  (.'?)  Moore,  C.  V.,  in  Wolil,  M.  G.,  and  Goodbail,  R.  S.:  Modern  Nutrition 

in  Healtlt  and  Uiscase,  ed.  2,  I’liiladelidiia,  Lea  S:  Febiger,  ItKtd,  p.  213. 

10  mg.  of  prophylactic  iron... 
logically  combined  for  your 
convenience  with  two  of  the 
most  widely  used  and  accepted 
pediatric  vitamin  products 

Mead  Johnson 
Laboratories 


Symbol  of  service  iri  medicine 
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